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Circular booms or “ sacks" each consisting of about 25,000 logs, on the Gatineau River, Quebec, 
one of Canada’s richest sources of pulp wood. 
(Photograph by courtesy of the National Film Board of Canada.) 


—but when blood vessels are occluded... 


ANTICOAGULANT THERAPY 


with 








* PULARIN (heparin-Evans) available in a 
G.P. EMERGENCY PACK OF 12500 1.U. 
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A copy of the brochure ‘ Essentials of Anticoagulant Therapy’ 
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Rest from pain and a good night's sleep 


TRADE MARE 


algis 


The SAFE hypnotic p/us a well-tried analgesic combination 


Each ‘Valgis’ tablet contains: 
*Distaval’ (thalidomide) 50 mg., Acety/salicylic acid 250 mg. (4 grains), Phenacetin 250 mg. (4 grains), 
In tubes of 12 and containers of 100 
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cohen overweight threatens 
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Important Butterworth Titles 





GENERAL ANAESTHESIA 


Edited by FRANKIS T. EVANS, M.B., B.S., F.F.A.R.C.S., D.A., andjT. CECIL 
GRAY, M.D., F.F.A.R.C.S. In twofvolumes: Vol. I: Pp. xiv 531 Index. 
Vol. IL: Pp. xii 431 Index. 199 illustrations. £7 7s. net per set, by post 
2s. 9d. extra 

The whole wide field of anaesthesia is covered in these two volumes. The first takes in basic prin- 
ciples, covering those specialised aspects of anatomy, physiology and neurophysiology, which are 
important to anaesthetists in their everyday work, pre-anaesthetic considerations, apparatus, blood 
transfusions, the different methods of administration and many other subjects. Techniques, special 
fields and hazards are detailed in the second, where the appropriate anaesthetic approach to every 
type of operation is minutely examined by accepted authorities writing on their own subjects 


PRINCIPLES OF BONE X-RAY DIAGNOSIS 


By GEORGE SIMON, M.D., M.R.C.P., F.F.R. Pp. xx 170 + Index. 244 
illustrations. 57s. 6d. net, by post Is. 9d. extra 

Dr. Simon uses the method which he has now made familiar of classifying the abnormalities shown 
on the X-ray, and then linking a provisional or even final diagnosis with the clinical findings 


Essentially for the radiologist, this book will also be welcomed by orthopaedic surgeons and ' 
all doctors who may be required to interpret the appearance on bone X-rays 


MODERN TRENDS IN ACCIDENT SURGERY AND MEDICINE 


Edited by A. RUSCOE CLARKE, M.B.E., M.B.(Lond.), F.R.C.S.(Eng.), F. G. 
BADGER, B.Sc., F.R.C.S.(Ed.), and SIMON SEVITT, M.D., M.Sc., M.A., 
F.R.C.P.1., D.P.H. Pp. xi 330 Index. 82 illustrations. 75s. net, by post 
ts. 9d. extra 

“It is pleasing that the title of this book is comprehensive, including both surgical and medical 
accidents: this is as it should be, as a modern understanding of accident cases involves the patient 
as a whole. Every aspect of the accident case is covered in a very practical way The illustrations 
are excellent and have been well chosen. The operative treatment of fractures is portrayed in a very 
interesting and practical fashion. This is one of the really important books of the year. It will 
be the guide for all surgeons who have to deal with trauma and it will prove of real value to the 
surgical undergraduate who is working for a higher degree British Journal of Surgery 


THURSTON’S CORONER’S PRACTICE 


By GAVIN THURSTON, M.R.C.P.(Lond.), D.C.H. 21s. net, by post Is. 3d. 
extra. 
this simple and careful exposition of the daily routine of a coroner will certainly help resident 


medical staffs and hospital administrators, who will find valuable guidance in the often perplexing 
problems of certification of death and procedure in supposed unnatural deaths.’"—The Lancet 


BUTTERWORTHS: 88 KINGSWAY: LONDON: W.C.2 


Showroom: 11-12 Bell Yard, Temp'e Bar, London, W.C.2 
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Essential Reading 


MODERN TREATMENT 
YEARBOOK 1960 


Edited by Sir Cecil Wakeley, BT., K.B.E., C.B., LL.D., M.CH., 
D.SC., F.R.C.S., F.R.S.E., F.R.S.A., F.A.C.S., F.R.A.C.S. 


Now in its twenty-sixth year, the Modern Treatment Yearbook 
provides once again an unrivalled opportunity for the general 
practitioner to keep himself up to date with the latest therapeutic 


methods. 


Each of its thirty-two chapters deals fully and concisely with a 
frequently encountered condition, and each is written by a leading 
authority on his subject who presents simply and clearly the most 
effective method of management and treatment—all of which have 
been thoroughly tested and are the results of hospital experience. 


There is no substitute for the Modern Treatment Yearbook—it 
is an essential part of every doctor’s equipment. 


320 pages 32 plates 33s. postage 2s. 3d. 


BAILLIERE, TINDALL & COX 


7 & 8 Henrietta Street, London, WC2 
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RADIOLOGY 
AS A DIAGNOSTIC AID 
IN CLINICAL SURGERY 
H. Middiemiss, M.D., F.F.R., D.M.R.D. 


The author's aim is to assist the surgeon to a 
better understanding of the scope and limita- 
tions of radiology. Special care has been 
taken to produce paper and blocks which will 
give the finest possible reproduction of the 
illustrations, each of which shows some defi- 
nite lesion and has been chosen because of its 
clarity or the rare condition it delineates. 


154 pages. 100 illustrations 30s. net 


CONSTIPATION IN 
HEALTH AND DISEASE 
W. Farrar, M.D. 


This is a factual book by a physician and 
surgeon which can be confidently recom- 
mended to patients. it gives a simple, 
comprehensive explanation of what consti- 
pation is and what can be done about it. 


104 pages. 6s. net 


THE INTEGRITY OF 
THE PERSONALITY 
Anthony Storr, M.B., M.R.C.P., D.P.M. 


Psychotherapists will find much of value in 
this account of the author's well-balanced and 
fully documented approach to his work. For 
the ordinary reader it is an excellent intro- 
duction to a fascinating subject 


180 pages. 15s. net 


CHILDBIRTH 
WITHOUT FEAR 
4th Edizion 

Grantiy Dick-Read, M.D.L. 
The definitive edition of this pioneer work on 
the principles of Natural Childbirth. Nearly 
a million copies have been sold in the English 
language 
276 pages. 1|6 plates. 12s. 6d. net 


ENURESIS 
OR BED-WETTING 
F. Bicknell, D.M., M.R.C.P. 


“ All conceivable medicinal remedies are 
evaluated and their adjuvant role discussed. 
The volume includes a valuable extensive list of 
references and there is a good index. The 
author's sympathy and understanding of the 
problem will commend this useful little book 
to its readers."’"——8r. J. Clinical Practice. 


%6 pages. 7s. 6d. net 





Wm. Heinemann Medical Books Ltd. 
15-16 Queen Street, London, W.! 











-——— LLOYD-LUKE—_ 


THE BOOKS 
ADVERTISED AND 
REVIEWED 

IN THIS ISSUE OF 
“THE PRACTITIONER” 
MAY BE ORDERED 
THROUGH 


Lloyd-Luke (Medical Books) Ltd. 
49 Newman Street, W.! 














The curative properties of water 
and of air have been known and 
used for thousands of years 


in the alleviation 
and cure of illnesses arising 
from a variety of causes 


Full information on the indications 
and uses of the 31 spas in Bavaria 
is contained in the new publication 


‘The Bavarian Spas”’ 
* * * 


A copy (48 pages, 112 illustrations) of ‘The 
Bavarian Spas"’ is available on application to 


Bayerischer Heilbader - Verband 
Abt. E32 A, Regentenbau, 
Bad Kissingen, West Germany 
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DISEASES OF THE SKIN 
By JAMES MARSHALL, M.D 
952 pages. 652 illustrations B4s 
In this new publication the author has provided a text that 
undergraduates and general practitioners may use for 
reference and that will serve as introductory reading for 
postgraduate students. The basic scope of dermatological 
practice is similar all over the world and the author has 
incorporated material on the skin diseases of tropical and 
sub-tropical countries with which he has had much ex- 
perience. This comprehensive textbook will have a wide 
appeal. 


SURGERY AND CLINICAL PATHOLOGY IN THE 
TROPICS 
By C. BOWESMAN, 0.B8.£., M.D., F.R.C.S.E., F.A.C.S 
D.T.M, & H.Ed 
1,076 pages. 38! illustrations £5 10s. 
For some time a great need has existed for a compre- 
hensive book on surgery in the tropics. The author's vast 
experience as a surgical specialist in West Africa makes 
this new book most authoritative. It gives the answer to 
many of the difficult problems which face the doctor in 
isolated places as well as in the larger centres 


PATHOLOGY OF INFANCY AND CHILDHOOD 
By AGNES R. MACGREGOR, M.D., F.R.C.P.E., F.R.C.0.G 
639 pages 399 illustrations 75s. 

The author, who has an international reputation, is 
recognised as an authority second to none on child path- 
ology. This important book is the result of many years’ 
experience. All pathologists wil! find it of great value and 
will be immensely impressed with the text and with the 
carefully chosen illustrations 





E. & S. LIVINGSTONE, LTD. 


= TEVIOT PLACE, EDINBURGH 





AN INTRODUCTION TO 
DERMATOLOGY 
Twelfth Edition. By Professor 
G. H. Percival. Ss. 


AN ATLAS OF REGIONAL 
DERMATOLOGY 
By Professor G. H. Percival and 
T. C. Dodds. «s 


THE ECZEMAS 
Edited by L. J. A. Loewentha! 
35s. 


BEDSIDE DIAGNOSIS 
Fifth Edition. By Charles 
Seward. 25s. 


TEXTBOOK OF MEDICAL 
TREATMENT 
Seventh Edition. Edited by Sir 
Derrick Dunlop, Sir Stanley 
Davidson and Professor Stan- 
ley Alstead. 55s. 


EMERGENCIES IN 
MEDICAL PRACTICE 
Sixth Edition. Edited by C 
Allan Birch. 45s. 


prea Sas rey A Manual 





and Pr s 
By Lincoln Williams. 8s. 6d. 























PATHOGENESIS & TREATMENT OF OCCLUSIVE 


ARTERIAL DISEASE 





The Proceedings of a Conference held at the Royal College of Physicians 
of London, | 3th-/4th November 1959 
The full proceedings, discussions, illustrations, references etc; of this most im- 


portant conference. Participants included some of the most eminent workers in 
the field. 25s. net 


SELECTED PAPERS OF SIR GEOFFREY JEFFERSON 


This magnificent book contains the best of the work and writings of Sir Geoffrey 
Jefferson. Compiled and annotated by himself, this is a unique, important and 
handsome volume. £5. 5. 0. net 


PITMAN MEDICAL PUBLISHING CO. LTD. 
39 PARKER STREET LONDON W.C.2 
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> BOOKS for PRACTITIONERS < 


THE MEDICAL DIRECTORY 1960 


116th Annual Issue 
In one complete alphabetical list, containing details of 93,224 medical practitioners 


Part: A+ 


NEW ISSUES 
LEUKAEMIA: Research and Caled Cvgnsies 
By F. G. J. HAYHOE, M.A., M.D., R.C.P. 12 
coloured plates and 196 black and tee itlus- 
trations. 80s 
THE HAEMOLYTIC ANAEMIAS 
By J. V. DACIE, M.D., F.R.C.P. New (Second) Edition 
Part |. Congenital Anaemias. |/8 illustra 
tions 45s. 
Part 2. Acquired Anaemias. In preparation 
DEAFNESS 
y » © BALLANTYNE F.R.CS., DLO 
71 illustrations 25s. 
FRACTURES, DISLOCATIONS AND SPRAINS 
By PHILIP WILES, MS 
519 illustrations 


Part 2: M—Z and Local Lists, Hospitals, Universities, etc. 


100s. complete 


POPULAR TITLES 


PARSONS’ DISEASES OF THE EYE 
New (Thirteenth) Edition. By Sir STEWART DUKE- 
ELDER, G.C.V.O., F.R.S., D.Sc., M.D., F.R.C.S.. 
F.A.C.S. 22 coloured plates and 459 text-figures. 50s. 


MEDICINE: Essentials for Practitioners and 
Students 
Seventh Edition By G. E. BEAUMONT, ™.A., 
D.M., F.R.C.P., D.P.H. 70 illustrations. 45s. 


THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 
By R. H. MICKS, M.D., F.R.C.P.1. Seventh Edition. 28s. 

DISEASES OF INFANCY AND CHILDHOOD 
By Sir WILFRID SHELDON, K.C.V.O., M.D., F.R.C.P 
Seventh Edition 213 text-figures and including 
18 plates (5 in colour). 50s. 


Latest ‘Recent Advances’ 


SURGERY 
Edited by SELWYN TAYLOR 
M.A., D.M., M.Ch., F.R.C.S 
New (Fifth) Edition 
160 illustrations. 60s. 


CLINICAL PATHOLOGY 
Bacteriology; Chemical Path- 
Haematology; Hist- 
New Series 3. Edited 

by 5. C. DYKE, D.M., F.R.C.P 
151 illustrations ° 


PUBLIC HEALTH 
By j. L. BURN, M.D., D.P.H 
New (Second) Edition. 


54 illustrations. 40s. 
50s 


J.& A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 





KERLEY, C.B.E., C.V M.D R.C.P., F.F.R., 
New (Third) Edition 


in the text. 8} in. x 54 in 


A TEXT-BOOK OF X-RAY DIAGNOSIS 
By British Authors Edited by S. COCHRANE SHANKS, C.B.E., M.D., F.R.C.P., F.F.R., and PETER 
D.M.R 


In Four Volumes 

Vol. | Head and Neck-—533 pp. with 533 illustrations. £4 10s. net 

Vol. |. The Cardiovascular and Respiratory Systems. —in Preparation. 
Vol. Ill. The Abdomen.—899 pp. with 802 illustrations 

Vol. IV. Bones and Joints and Soft Tissues. 


A SHORT PRACTICE OF SURGERY 


By HAMILTON BAILEY, F.R.C.S., F.R.S.E., and McNEILL LOVE, M.S.Lond., F.R.C.S., F.1.C.S. With 
chapters by W. P. CLELAND, F.R.C.S., JOHN CHARNLEY, F.R.C.S., and GEOFFREY KNIGHT, F.R.C.S 
Eleventh Edition. 140! pp. With 1,697 illustrations (285 coloured). 9} in. x 68 in. 


net 
730 pp. with 735 illustrations. €5 10s. net 


MEDICAL AND DENTAL ASPECTS OF FLUORIDATION 


By W. A. CANNELL, M.R.C.S.Eng., L.R.C.P.Lond., D.P.H.Eng., L.D.S., R.C.S.Eng. 84 in. x 5% in 


NOTABLE NAMES IN MEDICINE AND SURGERY 
By HAMILTON BAILEY, F.R.C.S., and W. J. BISHOP, F.L.A. Third Edition. Ilustrated. 84 in. x 54 in 


ROXBURGH: COMMON SKIN DISEASES 
Eleventh Edition, revised by PETER BORRIE, M.A., M.R.C.P. With 8 coloured plates and 216 illustrations 


RECENT OUTBREAKS OF INFECTIOUS DISEASES 


By S. LEFF, M.D., D.P.H., Barrister-at-law. 84 in. x 5} in £1 15s. net, postage Is. 9d. 


London: H. K. LEWIS & CO. LTD., 136 Gower Street. W.C.! 


Telephone: EUSton 4282 (9 lines) 


16 in. x 7} in 


£4 4s. net, postage 3s. 3d. 


In the press 


15s. net, postage Is. 3d. 


17s. 6d. net, postage |s. 9d 
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Here’s the place. 


Usual farm road. Mud. Ruts. 
Slippery rock under. 


She’s taking it all right. 


(Town & Country on the back). 


There, we’re through. 


Doesn’t do for a doctor 
to get stuck. 


You too, will 


feel safer— 
be sater—on 


Firestone Town & Country grips to keep you going or stop you safely in the worst road 
conditions, ai the year round. This famous All-Season Firestone design is the first and 
most successful of all specialised rear-wheel tyres. 


BE A BETTER DRIVER. You owe it to your family, you owe it to 
others, you owe it to yourself to BE SAFE ON THE ROAD. 


Firestone TYRES — consistently good 
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Readers are reminded 
that all Books re- 
viewed or advertised 
in this issue may be 


SILVER 
CITY 


flies your GB) Cat 
‘Costa Brava cheaper 


Holidays | quicker 


welcome enquiries for their Flats and 


Villas to Let at Blanes, Costa Brava, . 
Spain tothe Covtaount 


Established 6 years. All properties by 
or quite near the beach. To let for half- 
monthly (or monthly) periods. But 
“open’’ dates outside July 16th to 
Sept. 15th. Comprehensive services 
many free, others optional. We live in 
Blanes and see they are carried out 
Reference to previous tenants given 
on request. Reasonable charges. Very 
suitable for family parties 


obtained promptly 
from: 


W. & G. FOYLE LTD 
119-125 CHARING CROSS ROAD 
LONDON WC2 

Gerrard 5660 (20 limes) * Open 9-6 (ime Sa 


2 mins. from Tottenham Court Rd. Str 


4 
c 
ail 


STULL) 


+E 


* 


Prospectus from Dr. C. J. Cooper, Details from your Travel Agent, A.A., 
Yondover, Burgess Hill, Sussex R.A.C., or direct from : 

(Dr. Cooper will be in England until the end SILVER CITY AIRWAYS LTD., 

vo de L%_Brompton Road, S.W.3. KEN: 4567 
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ELEMENTS OF HOMCOPATHY 


by D. M. GIBSON 
M.B., B.S.(Lond.), F.R.C.S.(Edin.), M.F.Hom. 


PRICE 2/6 POST FREE 


The above with other homeeopathic literature approved 


by the Faculty of Homeoeopathy obtainable from the 


BRITISH HOMCOPATHIC ASSOCIATION 
27a DEVONSHIRE STREET, LONDON, W.|I 
and all suppliers of Medical Books 











Miedieal Exhibition 
Glasgow 
ST. ANDREWS HALL 
MAY 23rd — 27th, 1960 


OFFICIAL OPENING CEREMONY to be performed by Mr. Arthur 
Jacobs, P.R.F.P.S.G., F.R.C.S.E., President of the Royal Faculty 
of Physicians and Surgeons of Glasgow, at 2.30 p.m. on Monday, 
May 23rd. 

FILMS OF PROFESSIONAL INTEREST will be shown daily in the 
Film Theatre. Official personal invitations will be posted to members 
of the profession, and if not received by May 10th, please apply to: 
The Secretary, Glasgow Medical Exhibition, 194/200 Bishopsgate, 

London, E.C.2. 
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The Spencerflex for Men 


% co-relates back and abdominal support 
%* allows complete freedom of action 
% protects scar following upper abdominal surgery 


individually designed, cut, and made for each patient, this Support provides pelvic control, abdominal 
uplift, freedom for muscular action. Thus, at work, or play, or during convalescence, the Spencerflex 
favourably influences better posture and body mechanics. 

Safe because it is made in non-elastic material that will not yield or slip under strain. Comfortable because 
it is individually designed according to the prescribed needs of each patient 

The extra width at back gives exceptional back support. It is light, flexible-—-with no pressure on prominent 
part of hip bones. 

The photograph at extreme right illustrates a Spencerflex designed as adjunct to treatment following upper 
abdominal surgery. Especially helpful in early ambulation and where drainage has been maintained for a 
considerable period. Completely covers and protects the scar without “ digging in " atlowerribs. Relieves 
fatigue and strain—even chat caused by deep breathing and coughing—on tissues and muscles of the wound 
area. We know of no other abdominal support for men which provides these benefits. 


For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


Spencer House : Banbury : Oxfordshire 
Tel. 2265 


Branch Offices 


LONDON: 2 South Audley Street, W.1 Tel.: GROsvenor 4292 

LIVERPOOL: 79 Church Street, 1 Tel.: ROYal 4021 

LEEDS: Victoria Buildings, Park Cross Street, 1 Tel.: Leeds 3-3082 
(Opposite Town Hall Steps) 

GLASGOW: 86 St. Vincent Street, C.2 Tel.: CENtral 3232 

EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE THROUGH SUBSIDIARY 
COMPANY, SPENCER (SURGICAL SUPPLIES) LTD 
Trained Spencer Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
Copyright. supplied on request 
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new 
major 
tranquilliser ... 


‘“*Melleril has fewer side-effects 
than any other of the phenothiazine compounds .. . 


J. ment, Sci. (1960) 106, April number. 


**Melleril is a useful and relatively potent phenothiazine 
F with an activity similar in the majority of instances 
to chlorpromazine. The main differences seem to be 
in the paucity of side-effects with Melleril, 
particularly the lack of extrapyramidal and liver complications.” 


Canad. med. Ass. J. (1959) 81, 549. 


Nielleril 


| 
BY | SANDOZ 


Thioridazine hydrochloride 10 mg. 25 mg. 50 mg. 100 mg. 
Bottles of 50 and 250 tablets 
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AMOXAL 


THE NEW, COMPLETELY SAFE AND HIGHLY ACTIVE ANTIFUNGAL 


POTENT ANTIFUNGAL ACTIVITY 
HIGH DEGREE ®F SKIN PENETRATION - NON-IRRITATING 
MILDLY ANALGESIC - PLEASANT TO USE 





in three presentations 
AMOXAL GEL especially for athlete’s foot and most 


other tinea infections. 


AMOXAL CREAM for dry scaly lesions or large raw 
areas of skin. 


AMOXAL DUSTING POWDER antifungal and deo- 
dorant, for use with the GEL or CREAM, and to prevent 
re-infection from shoes and socks. 


Clinical samples and further information will be 
sent on request. 





AMOXAL GEL contains amyloxyb ide 2%, amyloxy- 
acetophenone 2%, and salicylic acid 1°; in an alcohol ge! 
base. AMOXAL CREAM contains the same ingredients in a 
cream base. AMOXAL DusTING PowDer contains amyloxy- 
benzamide 2% and hexachlorophane 0.5%, in a puffer pack. 
The basic NHS cost of the 25 gramme pack of both Amoxal Gel 
and Amoxal Cream is 3/-, and that of the Amoxal Dusting 
Powder is 4]/-: all subject to Purchase Tax. 


HERTFORDSHIRE 


> Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY 
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one histry!l spansule 
capsule gives 12 hours’ 
relief from hay fever and 
other allergies 











E & FRENCH LABORATORI ! 
Welwyn! arden City, Herts h 








742007 mg. diphenylpyraline hy Ht orideé 


SH :PA30 (Col) 
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A rational 
procedure 


WHEN PRESCRIBING ELASTIC HOSIERY: 


ALL AVERAGE CASES 


Generally preferred Thigh Stockings, 
fr Wan Elastic Yarn, Scholl. 


(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
je ten Elastic Yarn, Scholl. 
(non-slip without suspenders) 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 
(Full-footed) 





These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.i 
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LT A 
r today’s patient with angina pectoris 








dosage Average dose is 
1 x 25 mg. tablet three 
times a day 


availability 25 mg. tablets 
in bottles of 30, 100 and 500 
100 mg. tablets in bottles of 

30 and 100. 


other indications Niamid 
is also indicated in the treatment 
of depression, in the management 
of certain types of mental defect 
inoperable malignant states and 
other conditions characterised by 
chronic intractable pain 


Further particulars of this 

new product of Pfizer research 
are contained in the monograph 
“ Niamid.” Copies are available 
on request. 


drug of proved value 


effective A marked reduction in the frequency and 
severity of anginal attacks with a reduction in nitroglycerin 
requirements can occur within three days—this, together 
with enhancement of mental and physical well-being is 

the effect of Niamid therapy in a high proportion 

of cases. 


safe In studies involving 5,000 patients Niamid has been 
found to be non-toxic. Postural hypotension is not a 
problem. Side-effects are minimal. 


note In the management of angina pectoris with Niamid the 
marked relief of symptoms may lead the patient to indulge in over- 
activity. He should be warned of the danger of this as Niamid has 
no known effect on the underlying cardiovascular pathology. 


is marketed in the United Kingdom by 


HARVEY PHARMACEUTICALS 
a department of Pfizer Ltd., Folkestone. 
+ Trade Mark 3725 
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Do you consider the vehicle when you prescribe steroid therapy 
with hydrocortisone cream? Some vehicles have been 
implicated on grounds of sensitisation risk. 

Lacto-Calamine, the excipient in Cortoderm and Cortoderm-N, 
has an unblemished reputation in this respect. Soothing, 
bland, cosmetically acceptable, it also contributes its own 
anti-inflammatory action to successful treatment of infected 
and non-infected dermatoses. 























CORTODERM — CORTODERM-N 


10G tubes containing in a cream base of 10G tubes containing 
02%, 05% or 1% 


02%, 05% or 1% 
hydrocortisone acetate LACTO-CA LAM | N E hydrocortisone acetate 
with 05% neomycin 
sulphate. 
Basic NHS cost Basie NHS cost 
ail, #2, 71 4/2, 5/5, W4 











Ss) THE CROOKES LABORATORIES LIMITED - PARK ROYAL LONDON NWIO0 
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BARDASE 


a comprehensive adjunct 


to the therapy of visceral spasm 





Containing belladonna alkaloids to relieve spasm, 
phenobarbitone to relax nervous tension and TAKA- 
DIASTASE* (Aspergillus orgz@ enzymes) to assist 
starch digestion, BARDASE* is an effective adjunct 
in many forms of gastro-intestina! disturbance. 


BARDASE 


Tablets: in bottles of 50 and 500 
Liquid: in bottles of 4 and 16 fi. ozs. 
* TRADE MARK 


. 
sce, 


. « 
. . 
. . 


ed Ned ee ee OEE Parke Davis & Company, Inc. U.S.A. Liability Limited Hounslow, Middx. Tel: Hounslow 2361 


WPS1050 
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This might have been prevented but... 
it was ‘just a spotty phase’. And now at 2§ she is ‘ that poor girl with 
the shocking skin’. Her facial scarring is permanent and plain to see. Not 


visible, though equally severe, is her disquieting emotional withdrawal. 


‘Eskamel’ for acne 


Smith Kline & French Laboratories Ltd., Welwyn Garden City, Herts. 


* Eskamel’ is a trade mark 


, 
EM-PAIS 
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Fingernails 


play a major part in the progress of many skin diseases. 
Inflammation often leads to scratching and the intro- 
duction of pathogenic bacteria. The management of 
the original condition is then complicated by infection. 

It is rational in such circumstances to deal with 
inflammation and infection at the same time. This 
can be accomplished by the use of ‘HYDRODERM'’, 
which contains hydrocortisone with neomycin and 
bacitracin, two topically effective antibiotics together 
active against a wide variety of pathogens. 


HYDRODERM 


HYDROCORTISONE - NEOMYCIN - BACITRACIN Regd 


Skin Ointment in an Emollient Base 


Tubes of 5G.and15G. United Kingdom N.H.S. basic cost: 7s. Od. per 5 G. tube. 


> MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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In the spree 


a young 
jnan’s 


Ai, 


a may glumly turn to thoughts 
of pollen and a summertime of sneezes. This summer Pabracort will once 
again ensure for many, a season free from the discomforts of Hay Fever. 
Originally confirmed by clinical trial, the value of Pabracort in general 
practice is now well known. Dramatic relief is usually obtained within 2 
or 3 days and a complete alleviation of symptoms after 2 weeks’ treatment. 


REFERENCE: (Lan 25¢ 37. Lancet (1955) i., 234 


FORMULA: Fach insufflation caps 
Hydrocortisone A 


Sagi PA B R A + 0 R 
PACKINGS: Pabracort outfit - 10 capsule T | 

insufflator. 

Capsules: 10, 25 


INSUFFLATIONS 


PAINES & BYRNE LTD. PABYRN LABORATORIES - GREENFORD - MIDDX. 
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For SUB-ACUTE and Chronic dermatoses 
TAR + HYDROCORTISONE 


combined in 


fiw Ge = ve OR © Wt = veel tat Ge. ‘sl 





|cREADt| 


The established germicidal, stimulating and anti-pruritic 
roperties of tar, in the treatment of sub-acute and re- 
ractory skin affections, can now be considerably enhanced 

by its incorporation with hydrocortisone. *Clinical trials 

have shown that the two medicaments together exert a 

[cme nnn synergistic action that is far more rapid, more 

d and cx lete than the action of either alone 

These two valuable therapeutic agents are presented in a 

asy, stainless, hydrophilic cream, known as 

TARCORTIN 








STAFFORD-MILLER LIMITED 


have pronounced 
advantages over either medicament alone 


* REFERENCES; J.A.M.A. 166: 158, 1958 

Additional Clinical Publications on Tarcortin 

Postgrad. Med. 21: 309, 1957 

J.M. Soc. New Jersey 53: 37, 1956 

Clin. Med. 3: 389, 1956 

m. Practitioner 8: 1404, 1957 

TARCORTIN CREAM is supplied in 7 grm 

and 15 grm. tubes, containing 0.5% Hydro- 
cortisone in a spec ial coal-tar extract 

*Literature available on request. 


HATFIELD - HERTS 


Manufacturing Chemists 
By arrangement with Reed & Carnrick, Jersey City, U.S.A. (Est. 1860) 





New approach to PSORIASIS 


Hitherto intractable—now good response to alphosyl 


HOUGH modern medicaments have 

brought almost dramatic relief to 
many forms of skin affection, Psoriasis 
has so far remained intractable. Its 
ztiology continues to baffle investigation: 
many forms of tried therapy have yielded 
only partial or temporary results. 
Now ALPHOSYL—after extensive clini- 
cal trials—shows promise of bringing total 
clearances in many cases of Psoriasis. 
In ALPHOSYL, for the first time, are 
presented in combination two powerful 
and proved agents: allantoin and a speci- 
ally refined coal tar extract. The syner- 
gistic effects of these medicaments result 
in rapid clearance of the condition itself 


alphosyl 


STAFFORD-MILLER LTD., HATFIELD, HERTS. 


and positive stimulation of the healing 
processes 

ALPHOSYL LOTION combines these 
two valuable agents in one preparation 
and has yielded good clinical results where 
other medications have failed. 

The impressive successes obtained with 
ALPHOSYL indicate that it deserves a 
trial in all cases of Psoriasis—no matter 
how extensive the area of affection, how 
long the duration of the condition, or 
whatever the therapy previously used. 


References: Clinical Medicine, Vol. 5, 
No. 4, April 1958; and Ohio State Medical 
Journal, Vol. 55, No. 6, June 1959. 


liberation from 
the distress and 


misery of Psoriasis 


By arrangement with Reed & Carnrick Inc 
Jersey City, U.S.A. (Est. 1860) 
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WELLDORM 








can end 
the barbiturate 


menace 
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0/ of all accidental deaths 
| by poisoning are caused 
0 by BARBITURATES 
0/ of all suicidal deaths 
/ by drugs are caused 
0 by BARBITURATES 


Brit. Med. J., Oct. 17, 1959 











WELLDORM 


brand dichloralphenazone 
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Welldorm is a sedative, a hypnotic, and a mild analgesic. It 
gives 6 to 8 hours of natural refreshing sleep with no hangover. 
Welldorm is a safe and effective alternative to the barbiturates 
wherever day-time sedation or night-time hypnosis is required. 


Welidorm is safer than the barbiturates 
in the elderly 


Welldorm is particularly valuable in geriatric practice, because 
wun wm mm it does not produce the confusional state so often the result of 

giving barbiturates to the elderly patient. 

DOSE: Two to three ro grain tablets. For day-time sedation, 

one 10 grain tablet. For infants and young children there is 

a2} grain tablet. 

The basic NHS cost from the dispensing packs is 1d. a 

tablet for adults and 4d. a tablet for children. 


is the safe, effective non-barbiturate 
sedative /hypnotic 


: Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY - HERTFORDSHIRE 


WELLDORM IS KNOWN AS “BONADORM” IN AUSTRALIA AND “DORMWELL"” IN THE REMAINDER OF THE BRITISH COMMONWEALTH 
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highly effective in infantile diarrhoea 


IERFRAM 


kaolin with Framycetin 


ENTERFRAM, combining the adsorbent, demulcent 
action of Kaolin with the bactericidal effect of 
Framycetin, is highly effective in infectious 
djarrhoea, Framycetin is active against all the 
bacterial pathogens normally found in gut infections 
including staphylococci resistant to other anti 
biotics. Available evidence shows that it is not 
absorbed from the gut, so that its action is purely 
local. Bacterial resistance to Framycetin is rare 
indeed, and patient sensitivity unknown. 
Whenever diarrhoea poses clinical problems 
ENTERFRAM will be found to be rapidly, safely 
effective. The pleasantly flavoured vehicle and the 
safe, local action of the antibiotic make ENTERFRAM 


especially suitable for children 


hi 


NEW ENTERFRAM 


kaolin with Framycetin—the ideal antitnotic for enter 


Each goml. ewrerrram contains o-3 G Framycetir 
sulphate and 6-0 G Light Kaolin BP 


Genatosan Ltd Loughborough Leicestershire 
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3-Dimensional Treatment of 


ATHLETE’S FOOT 
Ringworm and other fungal infections 


Hi Solution: Bottles of 100, 500 and 2,000 c.c 


2 Powder: Polythene Insufflating Containers and 25 gm. 
Sprinkler Tins 


3 Jelly: Tubes of 1 oz. 


Penotrane provides antimycosis in depth by penetrating to all layers of the 
skin. The three forms of preparation ensure that all stages and types of 
dermatophytosis can be appropriately treated without interruption. 








OCTAFLEX 


Antiseptic Plastic Dressing 


Octaflex is a clear viscous fluid that dries 
rapidly on the skin to form a transparent 
and pliable film, impervious to bacteria, but 
permitting normal tissue respiration. It 
can prevent the spread of skin infections 
such as impetigo and ringworm. Octaflex also 
contains Octaphen—a powerful quaternary 
ammonium antiseptic compound. Supplied 
in Aerosol containers and 2 dm. tubes. 


Detailed literature and professional samples available on 
request from 


WARD, BLENKINSOP & CO. LTD 


York House, 37 Queen Square, London, W.C.1 


Telephone: HOLborn 5992/6 (5 lines) "Grams: Duochem, Westcent, London 
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FUROXONE in DIARRHOEA 








fuller and speedier 
control of infection 
— seldom evokes 
bacterial resistance 


Available in 100 mg. tablets in packs of 20 
and 200 and as a suspension in 8 oz. bottles 
containing 1624 mg. ‘Furoxone’ with kaolin 
and pectin added. 


FORMULA: 
3-(5-nitrofurfurylidene-amino)-oxazolidin-2-one 


Ad SMITH KLINE & FRENCH LABORATORIES LTD, Welwyn Garden City, Herts 
Licensees of The Norwich Pharmacal Co, USA 


*Fy e’ (trade mark) brand of furazolidone 
FN:PAI30 Brit. Pat a. "Nos . 679202, 735136, 735169, 765898 
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Progress 
in the treatment 
of Parkinsonism 


Impressive initial action, 
dependable and lasting effect on 


Akinesia 

Muscular rigidity 
Tremors 

Salivation 
Excessive Sweating 


20 and 50 tablets 


Basic N.H.S. price: 2/6 and 4/6 


6 and 30 ampoules, each 1.1 ml 


Basic N.H.S. price: 4/- and 17/ 


NON nitie 


is 3 - piperidine - | - phenyl - | - bicyclohepteny! - 
propanol - (1). 


Each tablet contains 2 mg. of the hydrochloride; 
and there is an isotonic solution containing 5 
mg. of the lactate per ml. 


KNOLL LIMITED 


20, Gerrard Street, London W.1 


AKINETON 
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For all chloramphenicol prescriptions: 


Paraxin ° 


(in India: Chloramphycin®) 


Capsules, Dragées, Tablets 

Dry Syrup 

Eye Ointment 

Ear-Drops 

Ointment 

Ampoules, pro infusi 
Ampoules, intramuscular (new) 
Suppositories 


Antibiotic 

with 

constant 
broad-spectrum 
action 





C. F. Boehringer & Soehne GmbH 
Mannheim ' Germany 





ANNOUNCEMENTS 








“We can only hope that the next 10 years 
will see the discovery of a specific cure 
for this increasingly prevalent disease.” 
Brit.med.J. (1959) 2, 1391. 


Now, after the false starts... 


a new radical therapy for 


good to excellent results in 70°, of patients 
total remission in 35% of patients 


A radical treatment for rheumatoid 
arthritis 


An important advance in the 
treatment of rheumatoid arthritis, 
ELESTOL contains chloroquine 
phosphate (Resochin). This drug 
gives good to excellent results in 70% 
of patients treated. In more than a 
third of the patients long-lasting 
remission of the disease has 

been reported. 

For radical remission of rheumatoid 
arthritis, plus immediate 
symptomatic relief 


2 tablets t.i.d. 


Each Elestol tablet contains chloroquine 
phosphate (Resochin) 40 mg. (for radical 
remission); aspirin 200 mg. and prednisone 
0.75 mg. (for rapid symptomatic relief) 


For radical, lasting remission of rheumatoid 
arthritis when symptomatic relief is not vital, 
and for maintenance therapy 


1 tablet daily 


Each Resochin tablet contains chloroquine 
phosphate 250 mg 


FARBENFABRIKEN BAYER AG. LEVERKUSEN 


Sole distributors in the Lasted Kingdom 


37-41 Bedford Row London WC1 


ELESTOL' and ‘RESOCHIN'’ are trade marks 
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MOST ACTIVE 
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More potent against the same 
organisms 

Lower daily dosage 

Less frequent administration 

risk of side 


Less gastro-intestinal 


effects 


“Extra day" protection* 


*Through greater stability in body 
media and lower renal clearance rate 
it maintains activity for 24-48 


hours after discontinuing dosage 


OH 


LEDERLE 


a division of 


CYANAMID OF 


GREAT 


N(CH.). 


Lepermycin can be used in all 
conditions caused by tetracycline- 
sensitive organisms. 

ADULT DOSAGE 

600 mg. per day (in two or four 


divided doses). 


In a distinctive duo-tone dry-filled 
capsule of Packing and 
basic N.H.S. price—Bottles of 46, 


100, £8.14.2., 1,000, £84.2.4, 


150 mg. 


£1.9.0., 


LABORATORIES 


——_ i 2 2 


BRITAIN LTD. London W.C.2 


<x 


= 


= 











Enavid 


Brand of Norethynodre! and 
Ethinyloestradio! 3-methyi ether 











for all 
types of — 
abnormal 
uterine | 
bleeding 
f a 
functional 


origin 

















oe 




















effective form of topical hydrocortisone 
application—Terra-Cortril therapy 


Pleasant and simple to use. Economy in application. Fingertip control. 
Non-greasy, non-staining. No need to touch lesions .. . the latest and most rational 
method of topical therapy for dermatoses is the spray method employed in 


oS 
OS SR CO OS WOK SOD ie of cxptetr0cy chine 0nd hydrocortisone 


indications: Dermatitis, Eczema, Pruritus, Impetigo, Burns—where infection or risk of infection existe 


Presentation: Plastic-coated bottles containing 100 mg. Cortril (hydrocortisone) and 300 mg. Terramycin 


(oxytetracycline 


~ 
SOCAL SPW LBWY 2006 rsrecorison 


indications: Atopic dermatoses, Contact dermatitis, Non-specific pruritus of the anus, vulva and scrotum 


Presentation: Plastic coated glass bottles containing 100 mg. Cortril (hydrocortisone) free alcohol for spray 
application 


SCIENCE FOR THE WORLD'S WELL-BEING 


CED Pfizer Limited * Folkestone - Kent 


P254/3492 
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IMMEDIATE RELIEF 


OUTER LAYER: ISOPRENALINE 


LONG-LASTING EFFECT 


NUCLEUS: EPHEORINE AND THEOPHYLLINE 


FOR ASTHMA 


DOUBLE-ACTION TABLETS 


Each tablet contains Isopropyl-Nor-Adrenaline (Isoprenaline) sulphate gr. t: 
Ephedrine hydrochlor. gr. 2/5: Theophylline gr. 2. Packs of 20's & 100's 


Samples and literature available on request to: 
SILTEN LTD - SILTEN HOUSE - HATFIELD - HERTS Hatfield 30/2 
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DIABETES 


and the patient who lives alone 





RASTINON 


PROVIDES COMPLETE ORAL CONTROL 
without risk of hypoglycaemia 


A LARGE NUMBER OF elderly diabetic patients* can now 
be controlled orally with RAsTINON (tolbutamide)—without 
the risk of hypoglycaemia occurring when they are alone. 

In patients in whom maintenance dosage has been 
established, RASTINON lowers the blood sugar to normal 
levels but almost never beyond that point, regardless of 
dosage. RASTINON is a true euglycaemic agent. 

In many cases, one tablet by mouth once or twice a day 
is all that is necessary for maintenance. Thus, even with 
patients not capable of accurate self-injection, correct dosage 
is possible. 

There is no added cost of treatment for the patient 
previously on insulin. 


ale Over 1,250,000 ~~ 
OG? diabetics all over 

the world owe their % . « © = © 
well-being to RASTINON, r? a sy r iy fl yi 
The rate of response ena: a em ae) U —s 
increases steeply with 
advancing age. 














HORLICKS LIMITED, SLOUGH, BUCKS 


Sole tributors in the UA. for 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
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EARCH 


ointment 
makes time your ally! 
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: TWO PROTEOLYTIC ENZYMES 
In any infected or poten- TRYPSIN | For rapid 


tially infected breach of digestion of 
the skin surface, TRYPTAR CHYMOTRYPSIN ! tissue fibres 


OINTMENT speeds natural TWO TOPICAL ANTIBIOTICS 
healing and prevents or BACITRACIN | For rapid 
healing of 
POLYMYXIN | cleaned wounds 





reduces bacterial infec- 


tion. Inflammation is re- 

VARICOSE ULCERS BOILS 
AMPUTATION STUMPS 
crusts softened, local CHEMICAL BURNS HARD ESCHAR 
PHAGEDENIC MEMBRANE 
CANCER BREAK-UP 
CELLULITIS SKIN LESIONS 


duced, odours overcome, 


circulation improved. 


Literature and samples sent on request 14.2G tubes 
5G tubes 


aN ARMOUR PHARMACESTIGAL 


COMPAN 


EASTBOURNE *° BUSSEX ~- E AND 
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long-acting 


antichol inergic 


Tyrimide 


Experimental studies and clinical use 

have established that: 

1. ‘Tyrimide’ is inherently long-acting. 

One dose in the morning and another at night 
provide an uninterrupted 24-hour effect 





2. ‘Tyrimide’ is effective. Tests of 
anti-secretory and anti-spasmodic activity 
have proved ‘Tyrimide’ to be more effective 
than other newer synthetics and atropine 


3. ‘Tyrimide’ is remarkably free from 
troublesome side-effects 


‘Tyrimide’—for the 
anticholinergic management 
of peptic ulcer and 


gastro-intestinal disorders 


Each ‘Tyrimide’ tablet contains 5 mg. isopropamide iodide 
[3-carbamoy!-3, 3-diphenylpropy!] 


methy! diisopropyl ammonium iodide 
Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


TM:PA30 *‘Tyrimide’ (trade mark) brand of isopropamide 
iodide. Brit. Pat. No. 772921 

















inese 


BRAND OF CHLORPROPAMID! 


An ever-growing list of published evidence confirms Diabinese 
(chlorpropamide) as the oral hypoglycaemic agent offering effectiveness, 
once-a-day dosage, rapid response and maximum safety. 

The main indication for Diabinese is maturity-onset uncom- 
plicated diabetes mellitus of the stable, mild or moderately 

severe non-ketotic type This type of patient has 

either not received insulin previously or is adequately 


controlled by less than 40 units of insulin per day. 


Availability: 
100 mg. in bottles of 100 and 500. 250 mg. in bottles of 100 and 500 


The average maintenance dose of Diabinese is 100-375 mg. daily 


References : 


Ann. New York Acad. Sc., 1959, 74:891. 
J. Irish, M.A., 1958, 43:318. 

Brit. med. J., 1959, 11:841. 

J. South Carolina M.A., 1959, 55:79 
Lancet, 1959, ii:752. 

Lancet, 1959, 11:670. 

Lancet, 1958, 11:553. 

Practitioner, 1959, 183, 480. 

Clin. Med., 1958, $:1685. 

Ann. N.Y. Acad. Sci., 1959, 74:689. 
Diabetes, 1959, 8:1. 

Proc. Soc. Exper. Biol. and Med., 1958, 98:724. 


marketed in the United Kingdon by HARVEY PHARMACEUTICALS 


+ Trade Mark m a department of Pfizer Ltd., Folkestone 3704 
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For those 
hay-fever 
patients whose 
symptoms are 
best controlled 


plus 
anticholinergic 
action 








BENADRYL* (Diphenhydramine 
hydrochloride B.P.C. 
Parke-Davis) in capsules 

of 25 mg. and 50 mg. 


* TRADE MARK 


PARKE-DAVIS Biny 
Parke-Davis & Company 


inc. U.S.A. Liability Limited 


Hounslow, Middlesex 
Tel. HOUnslow 2361 
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A 
LONG-ACTING, 
EFFECTIVE, 
ECONOMICAL 
RUBEFACIENT 


RUBRIMENT may Safely be prescribed whenever a rubefacient is 
indicated. 

RUBRIMENT is long-sustained in action, and for the relief of pain 
in muscular rheumatism, fibrositis, lumbago and allied conditions, 
one application a day has been found to be sufficient. 
RUBRIMENT is non-greasy, non-staining, and is free from un- 
pleasant odour. It contains 2.5% benzyl ester of nicotinic acid 
and 0.1% Capsicin. 


N ICE 
PACKS AND PRICES Samples will be sent on 


CREAM Basic N.H.S. Price request. Further 
tubes of 20G 1/8d. + 5d. P.T. information may be 
jars of 1 Ib........ 21/- + 5/2d. P.T. obtained from: 
HORLICKS LIMITED 
2/4d. + 7d. P.T. Pharmaceutical Division, 


LINIMENT 
bottles of 2 fl. oz... 
bottles of 20 fl. oz... 21/- + 5/2d. P.T. Slough, Bucks. 
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higher 
blood levels 
with 


BIR © 26 U lh 


THE HIGH PEAK ORAL PENICILLIN 


than 


with 
any other 
penicillin 


a result of British research 





ANNOUNCEMENTS 


— ES TT 








BIRO 


7 


== 250 mg. 
BROXIL 

— 250 mg. 
potassium 
penicillin V 
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HOURS 1 2 3 
Serum levels following Broxil tablets 


are approximately twice those 
obtained with potassium penicillin 


Lancet ii: 1105. 1959 


= 250 mg. 
BROXIL 
tablets 


— 400,000 units 
sodium 
penicillin G 
LM. 


SERUM CONCENTRATIONS (yg. per mi.) 


10 60 90 no MINUTES 
Broxil by mouth gives greater serum 


concentrations than an equivalent 
dose of penicillin G intramuscularly 


Broxil (BRL 152) is the potassium salt of 6-(a- phenoxypropionamido) penicillanic acid 


AVAILABILITY Vials of 12 tablets. Basic N.H.S. price: 125mg. 8/- 
250 


mg. 14/9 


Bottles of 100 tablets. Basic N.HLS. price: 125mg. 54/9 


250 mg. 108/- 


BEECHAM RESEARCH 


Laboratories Ltd. 


BRENTFORD - MIDDLESEX 
Telephone: ISLeworth 4111 





dn iviVU When Welgiit Control Was necessary. 























TODAY déxten PROVIDES 


o ~~ ae 
Fe ¥ or, 


12 HOURS’ APPETITE CONTROL FROM A SINGLE TABLET 


? 


. aN a ASPRO-NICHOLAS LTD 
; ; Ethical Pharmaceutical Division 


ENGLAD? 








sure 
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A new way for treating 





thrombotic processes and: 
the varicose syndrome 


a cutaneously absorbable heparinoid 


its therapeutic effects: 


* anticoagulant 11 
vasedilating 
fibrinolysis promoting 
antiphlogistic 
mildly. hyperaemic 


, v 
Hirudoid is available for the doctor's use through the firm of 
ROBERTS & CO. 76 New Bond Street LONDON W1 


Literature.and medical samples on request ; 
LUITPOLD-WER K MUNICH 25 
Western Germany ee 


. , ‘ag . 








ANNOUNCEMENTS 











‘90% 


satisfactory 
response 
obtained in 
Pe Caalelelt- tale 
patients” 


“The immediate clinical results were assessed 
after the first month's treatment (with Roter 
Tablets)... . 81% of cases became symptom- 
free—70% of them during the first week and 
30% during the second week; a further 
9% were relieved of the majority of their 
symptoms. Thus there was a satisfactory 
response in 90% of cases... . In 75% of 
cases the patients found they were able to 
take foods which they had avoided for years.” 


Extract from the BRITISH MEDICAL JOURNAL 
(1955) 2, 827. 


IMPROVED THERAPY FOR 


PEPTIC ULCER 


“in a series of 155 cases of peptic ulcer 
treated with .. . . (Roter) tablets for three 
to six weeks, there was immediate relief of 
pain in 92% of cases and roentgenological 
healing of the ulcer in 814%, . . . . The special 
features of this medication are immediate and 
prolonged relief of pain, correction of gastric 
hyperacidity, absence of side reactions, 
effectiveness for ambulatory patients, and 
early healing of the ulcer in most cases.” 


Extract from the AMERICAN JOURNAL OF 
GASTROENTEROLOGY (1957) 28, 439. 


TABLETS 


F.A.I.R. 


LABORATORIES LTD 


“Immediate 
relief of 


pain in 


92% 


of cases”’ 


PACKINGS; Tins of 40, 120, 640 and 
dispensing size 720 (P.T. exempt). Basic 
N.H.S. price: 1/- for 10 tablets. 


ROTER Tablets are not advertised to 


the public and may be prescribed on 
E.C.10 forms. Literature on request. 


TWICKENHAM MIDDLESEX 





A Valuable Contribution 


On Thursday, April 28th, the new laboratories 
and manufacturing plant of Smith, Kline & 
French Laboratories Limited, at Welwyn Garden 
City, were officially opened. 

In addition to the many departments applied to 
the ethical pharmaceutical products of the 
SK & F range there is housed in this fine 
building the new Research Institute, completely 
independent, the results of whose studies will 
be readily available to Medicine. 

A valuable contribution to the research 
ability of British pharmaceutical enterprise. 


Smith Kline & French Laboratories Limited 
Smith Kline & French Research Institute 
Welwyn Garden City, Herts. 








SMITH 
KLINE & 


FRENCH 
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A SAFE 
EFFECTIVE 
MA Oren se 
INHIBITOR 


Nardil is a new kind of antidepressant whict 
acts selectively on the brain 
Nardi! acts rapidly, improvement is seen withir 
the first week and often in the first few days 
Nardil is safe —toxic effects on blood and liver are 
extremely rare 
ardil has a simple and convenient dosage 
hedule (one tablet three times a day) 
hich helps patient co-operation 


is economical in use 
N.H.S. cost only 4/11 (excl. p.t.) for 25 tablets 


Nardi! is available in bottles of 100 and 500 sugar 
f ablets each containing 15mg. phenelzine 


NARDIL. 


WILLIAM R WARNER 6 
EASTLEIGH HAMPSHIRE 
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when nausea and vomiting pose clinical problems 


F  Mei eee unsurpassed anti-emetic 


ine 


PENTAZIN TABLETS Contain 2m¢.. gymyg., or Bmy.. perple 
Of 50 and 500. FENTAZIN INJECTION Contains 5m 


1e.c. Boxes of 5 and 100 ampoules of 1 c.« 


ALLEN & HANBURYS LTD Bethnal Green London Ff - 
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Chelated 
Taela 


Two 
Recent 
Trials 











References : 
1. Practitioner, 1958, 181, 731. 
2. Practitioner, 1958, 181, 736. 


COATES 


YRA 


in Pregnancy 
and Paediatrics 


Plesmet-Ferrous aminocetosulphate complex was 
shown in two recent clinical trials (1. 2.) to produce 
impressive results in anaemia of pregnancy and in 
hypochromic anaemia of children. 


In these two trials with PLESMET in 51 pregnant 
patients and 32 young children with hypochromic 
anaemia, attention was drawn to the rapid absorption 
and utilization of iron in this form and to the effec- 
tive haemoglobin levels attained (an average daily 


rise of 1%). 


Toleration in both groups was excellent and gastro- 
intestinal disturbances were virtually absent, 


For treatment or prophylaxis PLESMET provides an 
ideal form of oral iron at low prescription cost. 


the equivalent 
mg. 


Tablets cach containing 
of 50 mg. Ferrous Iron with 1 
Aneurine Hydrochloride B.P. 


Basic N.H.S. Price Bottles of 100 
Bottles of 1000 


2/8d. 
17/64. 





Syrup each teaspoonful contains: the 
equivalent of 25 mg. Ferrous Iron with 
1 mg. Aneurine Hydrochloride B.P. in a 
blackcurrant flavoured syrup. (Specially 
recommended for children, and for adults 
who cannot take tablets.) 


Basic N.H.S. Price Bottles of 2 oz 2/-4. 


Bottles of 40 oz.—18/-d. 


Lt im 


COOPER < : 
aoe... C4 


RAY J x 
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Feelings of insecurity, anxiety and depression are promptly relieved by 
Drinamyl tablets 


Each ‘ Drinamyl’ tablet contains 5 mg. dexamphetamine sulphate BP and 32 mg. 
amylobarbitone 


SMITH KLINE & FRENCH LABORATORIES LTD 
DL:PA108 ‘Drinamyl’ is a trade mark 





The 12 hours sustained action of a single dose of ‘ASMAPAX’ 
brings relief to the asthmatic patient. Bronchodilatation 
provided by ‘ASMAPAX’ is particularly necessary at this 


time of year for the asthmatic whose condition has an allergic 


origin, ensuring him a good night’s rest or a full day’s work. 


‘ASMAPAX’ has again proved its value in cases of chronic 


bronchitis during the past winter. 


DOSAGE: 
Adults: | or 2 tablets night or morning. Children: according to age. 


PACKS: Packs of 30 and 250 tablets. 
BASIC N.H.S. COST: 5 for 30 tablets. 


LONG-ACTION * 


asmapax 


IS DESIGNED 
TO HELP DOCTORS 
LIKE YOU 


Commonweaith Resources for British Medicine 


ASPRO-NICHOLAS LIMITED 


A Nicholas 
Product 


Ethical Pharmaceutical Division Siough - Bucks - England 
°2 * regd. trade mart 
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The management of Pain 


DF 118 


DIHYDROCODEINE BITARTRATE 


a potent oral analgesic 


In general practice DF 118 fills the gap 
between Tab. Codein. Co. and Morphine. 
It causes fewer side effects than other 
analgesics of equal potency 

and is not D.D.A. 


PACK BASIC N.H.S, PRICE 





Tablet of 30 mg. 25 5s. Od. 
do. | 100 | 16s. 8d. 


DUNCAN FLOCKHART OF EDINBURGH 


The Doctors’ House 





Duncan, Flockhart & Co. Ltd., Edinburgh 11 adf 288 














in antepartum 


nipple conditioning hy a 


nd postpartum 
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Butazolidin 


(phenylbutazone B.P.C. 50 mg. prednisone 1.25 mg.) 


Combined low-dosage 
antirheumatic 
Minimizes risk 

of hormonal imbalance 


Availability (Basic N.H.S. prices) 
Containers of 30 eo. on 10s. 8d. 


- 150 oo of 88, CG. 
” 500 ++ «+ 1578, Od, 
Geigy Pharmaceutical 
Company Ltd. 
Wythenshawe, Manchester, 23 


PH 160 
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Metanium 


ointment and powder 


soothes, 
protects 
and heals 
where-it- 


hurts-most 


Nappy rash, 
bed-sores, 
fissures, TP 


colostomies, 7 
chafing 


ma! 
a 


Metanium ointment and powder clear up nappy rash and prevent its recurrence. Both preparations— 
used either together or separately—are also invaluable in geriatrics to speed the healing of bed-sores. 
In those patients who are likely to develop lesions of this kind, prophylactic use can save needless 
discomfort and be a positive factor towards recovery. Other indications for Metanium include 
fissures, colostomies, chafing from plaster casts and similar conditions 


Metanium 


Powder 1/8d per loz. tin plus P.T. Ointment 1/8d per }oz. tube plus P.T. 
Ointment (dispensing pack) 20/- per IIb jar plus P.T. 


Bengue & Go Ltd Mount Pleasant Wembley Middlesex ... 





Hygroton 

Geigy 

otent long-acting 
diuretic 
comfortable 


/ patient acceptable 
gentle action 


4ygroto available in tablets containing 1-Oxo-3-43’-sulphamoy!-4’- 
chioropheny!)-3-hydroxy-isoindoline 100 mg in containers of 15, 100, 500 
Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 


PH 156 
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rednisolone 
plus 


freedom from gastric irritation 


that’s the extra benefit of 


DELTACORTRIL 


brand of prednisolone 


ENTERIC’ 


* At this centre our anxiety on this score 
[the development of peptic ulceration] 
has been greatly reduced during the past 
eighteen months by the use of enteric-coated 
* prednisolone ” tablets.’ 
Lancet, 1959, i, 1149. 


CED SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd., Folkestone, Kent. *Trade Mark 














Antu ran 
Geigy 


Outstanding new uricosuric agent 
for maintenance therapy 
in chronic gout 


Anturan therapy rapidly reduces the serum urate 
level and markedly increases the renal urate 
excretion. Comparative studies have shown 
that with Anturan urate clearance is increased 
by as much as 700°,'—considerably more than 
with any other uricosuric agent. ‘It is certainly 
the most effective uricosuric drug to date, 
being dose for dose some twelve times more 
potent than aspirin and some six times than 
probenecid.’’? 


Anturan often proves effeotive in patients 
refractory to ali other uricosurie agents. It may 
be administered with safety to patients with 
impaired rena! function. Side reaotiors such 
as gastric distress are minimal, and Anturan 
is well tolerated over prolonged periods. 





Availability (Basic N.H.S. prices) 
Tablets, each containing 100 mg 
1,2-Dipheny!l-3,5-dioxo-4-(2* pheny!- 
sulphinylethy!l)-pyrazolidine 
Containers of 100 37s. 4d. 


Pius 9s. 4d. Purchase Tax 
J. Pharmacol., 119, 418 (1957) 
Brit. Med. J., 1, 1522 (1959) 





Geigy Pharmaceutical Company Ltd., 
Wythenshawe, Manchester 23. 
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Eagerly accepted . . . highly effective 


cherry-flavoured, non astringent 


SYTRON 


liquid oral-iron therapy 


Normally children rebel strongly against taking liquid iron preparations. 
But sYTRON* is different. A pleasant cherry-flavoured elixir, it has little 
or no astringent taste and proves completely acceptable to the most 
fastidious child. 

Moreover, in its recommended dosage, SYTRON does not stain the teeth 
and seldom causes any intestinal irritation. @TRADE MARK 


; SYTRON contains in 8 ml. (2 teaspoon- 

i “tj. fuls) sodium ironedetate equivalent to 55 

PARKE-DAVIS . IP): mg. of iron, and is available in bottles of 
4, 16 and 80 fi. ozs. 


PARKE DAVIS & COMPANY Inc USA Liability Limited * HOUNSLOW * MIDDX. * TEL: HOUNSLOW 2361 
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NOW YOU CAN SEE THE DIFFERENCE! 








chronic eczematous dermatitis 9 days after Adcortyl-A treatment 


Adcortyl-A 


before Adcortyl-A therapy 


clinically superior wherever 
topical corticosteroids are indicated ...unexcelled safety 


Presentation: As ointment (0.1%) in 5 and 15 gm. 
tubes and lotion (0.1%) in 15 ¢.e. plastic 

squeeze bottles; also available, to prevent 
secondary bacterial infection, Adcortyl-A 
ointment and lotion with Graneodin (Squibb 
Neomycin and Gramicidin). 

Method of Application: Ointment-—Apply a 
thin film to the affected area 2 or 3 times a day. 
Lotion—Rub into the affected area 2 or 3 times 
a day. 

For systemic therapy: ADCORTYL TABLETS 
Squibb Triamcinolone. Available as 1 mg. 

scored tablets in bottles of 100 and 4 mg. scored 
tablets in bottles of 30 and 100, 


‘ES A century of experience builds faith 


E R SQUIBB & SONS LTD 
Edwards Lane Speke Liverpool 24 


‘Adcortyl’ and 'Graneodin'’ are Squibb Trademarks 
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NULACIN “has 


revolutionized the treatment 
of duodenal ulcer’ 


“This new method of the 
administration of antacids (Nulacin) 
has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 
part of our therapeutic stock in trade.” 


PROC. ROY. SOC. MED., December, 1958, 51, 1063 


Nz LACIN tablets, when allowed 
to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
ridden and ambulant patient. They 
may be relied on to provide a treat- 
ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 











The safety and effectiveness of 
Nulacin therapy has been proven 
by “in vivo”’ clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Ulcer, Med. Times, 
January, 1958, I, 74 

Antacids, The Practitioner, January, 
1957, 178, 43 

Antacids in Peptic Ulcer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer. 3. Gastro., December, 1956, 
26, 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. J. Dig. Dis., March, 1955, 225 
67-71 

Management of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 81, 591-601 

Clinical Investigation into the Action 
of Antacids, The Practitioner, July, 
1954, 173, 46 

Further Studies on the Reduction 
of Gastric Acidity, Brit, 
Med. 7., 23rd January, 
1954, 1, 183-184 
Control of Gastric Acid- 
ity by a New Way of 














Gagrex Amarin 











Antacid Administration, 
Jj. Lab. & Clin. Med., 
1953, 42, 955 : 
The Effect on Gastric 
Acidity of ‘“‘Nulacin” 
Tablets. Med. 7. Aust., 
28th November, 1953, 


2, 823-824 














Further information is available from : 


HORLICKS LIMITED . PHARMACEUTICAL DIVISION 


SLOUGH - BUCKS 
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It may be the exaggeration of a teenage tension or may be just the 
embarrassment of the spots and pimples of adolescence; it may be 


premenstrual irritation or menstrual misery—whatever the issues that 
cloud her emotional judgement, Equanil will help your patient to view 
her life without the accompaniment of anxiety, worry and tension. 
Equanil is the safe, selective sedative—it relaxes both mind and muscle. 


Available as 400 mg. tablets. Bottles of 25 and 250. 
Equanil H.S. 200 mg. tablets. Tubes of 20 and bottles of 250. 


*trade mark 





Equanil 


MEPROBAMATE 





Patients 
with 
otitis 

media 


respond 


dramatically 


to 


Evramycin 





LONDON 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DIISSe Aue 
in water 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acetylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


coois. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 


which ensures protection from moisture : 
SOLPRIN 12/6 


CopIs 25/- CAFDIs 16/- 


Literature and clinical samples available from: 


RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 
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IN ARTHRITIS AND RHEUMATISM 


NICOTINIC, SALICYLIC & p-AMINOBENZOIC ACIDS in Ester form 


In CASES Of soft-tissue rheumatism, and arthritic disorders, many 
doctors are tending more and more to regard Transvasin as an 
indispensable adjuvant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic 
and p-aminobenzoic acids. These esters readily pass the skin barrier 
in therapeutic quantities, and so enable an effective concentration 
of drugs to be built up where they are needed.* 

Transvasin not only induces vasodilatation 6f the skin witha 
superficial erythema, but also brings about a deep hyperaemia of 
the underlying tissues. It is non-irritant and can be safely used on 
delicate skins. 

It is now being widely prescribed, with successful clinical results. 
Since a very small quantity is sufficient for each application, the 
cost of treatment is extremely low. 

*Therapeutische Umschau 1952, 8, 143 


LLOYD-HAMOL LIMITED 


11 Waterloo Place, London, S.W.1. Whitehall 8654/5/6 


Transvasin is available in 1 oz. 
tubes, N.H.S. price in the U.K. 
2/6 plus P.T., and is not adver- 
tised to the public. Samples 


| 7? ansvasin and literature will be gladly 


’ sent on application. 
Bi, | ran | FOR THE RELIEF OF RHEUMATIC AND MUSCULAR PAIN 
t 
! Tetrahydrofurfuryl salicylate 14% 


Transvas bal Ethyl nicotinate 2% 


n-Heryl nicotinate.... 2% 
Ethy! p-aminobenzoate 2% 
is the registered trade mark of Lioyd-Hamol Ltd. Water-miscible cream base ad 100% 





FOR THE RELIFF OF RHEUMATIC AND MUSCULAR Pain 
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SPECIAL SERVICES 
FOR THE 
MEDICAL PROFESSION 


@ MEDICAL COLOUR TELEVISION 

@ TRANSATLANTIC LINK CONFERENCES 

@ FILMS FOR POST-GRADUATE EDUCATION 
@ RECORDED MEDICAL LECTURES 


These facilities are available as a free service to the medical profession 
throughout the United Kingdom. 

Fuller information from: Public Relations Department, 

Smith Kline & French Laboratories Limited, 

Welwyn Garden City, Herts. Telephone: Welwyn Garden City 5111 
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New concept 


Nebrinal«« 


relaxant- 
hypnotic 


reproduces 


the normal 
sleep pattern 


FORMULA 
Each tablet contains 
Pentobarbitone Om 
Mephenesin 8.P.. 225 mg 
Schedule 4 
PACKS 
Botties of 60 and 250 
PRICE 
Basic N-H.S. cost 
4/- tor 50 tablets 
DOSAGE 
Average adult dose: 
for insomnia—2 tabiets; 
up to 4 tablets may be taken 
in severe cases. 
For general sedation— 
1 tablet every 6 to 8 hours. 


Nebrinal is a balanced combination of 
muscle-relaxant mephenesin and inter- 
mediate-acting pentobarbitone, presen- 
ted in the form of specially designed 
‘timed-release’ tablets to provide 
‘tapered’ dosage. 

The outer layer of the tablet rapidly 
releases about two-thirds of. the two 
drugs to induce relaxation and sleep; 
the balance of the drugs is released 
from the inner core 3 to 4 hours later to 
sustain relaxed sleep on a reduced 
dosage 

The amount of barbiturate to be in- 
activated at any one time is thus kept 
iow 

Nebrinal provides 

INDUCTION OF SLEEP 


through relaxant plus hypnotic action 


SUSTAINED EFFECTIVENESS 
through ‘timed-release’ action 


REFRESHED AWAKENING 
WITHOUT 'HANGOVER' 
through ‘tapered’ dosage 


Further details and professional samples on request 


A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W.1. 


mae 
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running noses 
in hay fever and pollen allergies \i 


‘TRIOMINIC’ stops ‘rhinorrhoea, nasal congestion and 
similar disturbances in seasonal allergies—orally. 


‘TRIOMINIC’ provides prompt and lasting symptomatic 
relief of running nose, watery eyes and sneezing, by anti- 
histamine plus decongestant action—svystemically. 


‘TRIOMINIC’ timed-release tablets each act for 6 to 8 
hours. 


Each Tablet: Phenylpropanolamine hydrochloride “ . SO mg, 
(norephedrine ——e 
Mepyramine maleate B.P._ oe 
Pheniramine maleate . plese “eo  @ Ww. eine 
Schedule 4 


Also available: ‘Triominic’ Syrup for children and for adults requiring 
greater flexibility of dosage. Each teaspoonful is equivalent to } 
*Triominic’ Tablet. 
Packs: Tablets, bottles of 50 and 250 (dispensing) 

Syrup, bottles of 2 fl. oz. and 20 fi. oz. (dispensing) 


Basic N.H.S. Prices: 12 Tablets (average script), 2/1d. plus P.T. 
fl. oz. Syrup, 2/6d. plus P.T. 


Triominic 


CZUTIa 


ANDER Limireo 


Mei s 
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Relieving 
the bronchial tree 
in asthma 


* ASMAC’ TABLETS are formularized to provide 

A symptomatic relief of the bronchial tree both 
during actual dyspnoeic attacks of bronchial 
asthma, and during remissions. 


‘ASMAC’ Tablets combine in a single prescription 
‘official’ drugs recognized for their reliability to 
effect mental sedation, decongestion, expectoration 
and bronchodilatation. 


PACKS AND COSTS TO PHARMACISTS 


Standard Tube of 20: 3/- 
Dispensing Bottles: 100, 12/-; 500, 52/6. 


A. WANDER LIMITED, 


42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 


Formula (each Tablet):— 


Allobarbitone B.P.C. 0.03 g. (¢ grain) 
Ipecacuanha Liquid Extract B.P. 0.02 ml. ( ¢ minim) 
Ephedrine Hydrochloride B.P 0.015 g. (% grain) 
Caffeine B.P. 0.10 g. (1% grains) 
Aminophylline B.P 0.15 g. (2% grains) 


Pi. Si, S4. Permissible on N.H.S. scripts 
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the question of 
topical choice... 


in ear infections, ‘Otosporin’ for: 


rapid relief of inflammation and pain 

wide bactericidal action 

no cross-resistance or cross-sensitisation to other 
antibiotics 

‘Otosporin’ contains 5 mgm. neomycin sulphate, 10,000 units 


polymyxin B sulphate, and 5 mgm. hydrocortisone per c.c. of 
aqueous vehicle. Bottles of 5 c.c. with dropper. 


in skin infections, ‘Cortisporin’ for: 


rapid relief of inflammation and pain, with 
wide antibacterial activity 


negligible risk of skin sensitisation or bacterial 
resistance 


no cross-resistance or cross-sensitisation to other 
antibiotics 


‘Cortisporin’ Ointment contains 400 units zinc bacitracin, 5 mgm. 
neomycin sulphate, 5000 units polymyxin B sulphate, and 10 mgm. 
hydrocortisone per gm. of petrolatum base. 

Tubes of 10 gm. with nozzle. 

‘Cortisporin’ Lotion contains 5 mgm. neomycin sulphate, 10,000 
units polymyxin B sulphate, and 10 mgm. hydrocortisone per c.c. 
of aqueous base. Plastic squeeze-packs of 10 c.c. 


‘Otosporin’. 
drops 


‘Cortisporin:.. 
ointment or lotion 


he BURROUGHS WELLCOME & CO., LONDON 


ome Founda 





Meisedin (methaqualone hydrochloride) 
is an entirely new product chemically 

unrelated to all other hypnotics. | 
Melsedin is the ideal hypnotic for treating is supplied in 
insomnia and is free from the potential | erty mg. 


hazards of barbiturate therapy. 
aes sf 
le for futiher details fo: 


PURE DRUG CO. ETD. STATION STREET 
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THE MONTH 


THE proverbial pendulum swings as violently in dermatology as in any 
other branch of medicine. Some might contend that its dermatological 
oscillations are the most violent of all. This would scarcely 

The be surprising as traditional standards of beauty are literally 
Symposium only skin deep, and therefore any flaw of the skin has an 
emotional content that is lacking when other parts of the 

body are involved. It is therefore only meet that Dr. Sweet should feel it 
necessary to issue a warning in the introduction to his article on “The 
neurodermatoses’ that ‘just because we do not yet know a great many things 
we should steadfastly resist the temptation of arrogantly assuming that all 
cutaneous eruptions with no known cause must be due to nervous stresses’. 
One of the troubles about dermatology, of course, is that in so many in- 
stances the ‘natural cause’ is still unknown. Psoriasis, which Dr. Moynahan 
discusses in the introductory article in our symposium this month, is 
perhaps the classical example of this. Times have changed, however, since 
the day when dermatology was almost entirely an art, in which the doyens 
of the art vied with each other in producing erudite descriptions of the 
lesions and ornate titles of the ‘disease’. Dermatology has now its own 
‘back-room boys’ who are approaching the subject in a scientific manner 
but unfortunately, as Dr. Moynahan points out, ‘little money is available 
in this country for basic dermatological research’. The mere fact that pro- 
gress is being made in spite of this, as admirably exemplified both in Dr. 
Moynahan’s article and in Dr. Prosser Thomas’s article on ‘Disorders of 
pigmentation’, is no excuse for the continued neglect of what might well 
prove to be one of the most promising fields of research in modern medicine. 


ONE of the most useful functions the Nuffield Provincial Hospitals Trust 
is performing at the moment is in attempting to assess the country’s require- 
ments of hospital beds. In 1955, the Trust published a report 

G.P.s or indicating that in Norwich and Northampton a bed-population 
Hospitals? ratio of about two beds per 1000 population was adequate for 
the needs of the available acute specialties. In a report pub- 

lished last month (“Ihe Demand for Medical Care. A Study of the Case- 
load in the Barrow and Furness Group of Hospitals’, by Gordon Forsyth 
and Robert F. L. Logan. Oxford University Press, price 7s. 6d.) it is sug- 
sugested that the comparable ratio for Barrow is 2.5 beds per 10c0. This 
is half that envisaged by hospital planners at the start of the National Health 
Service, and compares with the present national average of 3.1 per 1000 
population. As the authors of the Report point out, ‘at present costs (at 
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£5000 per bed in new hospital construction and {1,500 for a new council 
house) even to provide one bed per 1000 population in England and Wales, 
a total of 45,000 beds, would have meant building 150,000 fewer houses. 
Again the cost of these beds would represent about one-third of the annua! 
running costs of the National Health Service’. 

Equally significant is the finding that a proportion of patients were ad- 
mitted to hospital unnecessarily. Thus, in the male medical wards one- 
quarter of cases were found to have been admitted for reasons other than 
clinical, and this applied to nearly half the female medical patients. In other 
words, if there were better outpatient services, more home-nursing 
facilities, a better standard of housing, and willingness on the part of the 
general practitioner to undertake home care, the demand for hospital beds 
would be considerably reduced. As the authors of the Report point out, 
the willingness of the general practitioner to undertake home care is ‘crucial 
to the whole situation’. In spite of all the lip-service that has been paid to 
the family doctor, ‘he is not operating as the king-pin’ of the National 
Health Service. “The way in which the Health Service has developed in 
relation to general practice is not an encouraging picture. If there is really 
to be a renaissance of general practice, instead of merely lip-service to the 
general practitioner, then efforts must be made to bring the general prac- 
titioner back to the hospital, perhaps with an extension of clinical assistant 
posts, accompanied by modifications in the method and incentives of 
remuneration’. The tragedy of the report of the Royal Commission on 
remuneration is that fundamental facts such as this were overlooked. Until 
there is much closer cooperation between the three branches of the Service 
—general practitioners, hospitals and local authorities—there is no hope of 
an efficient National Health Service being evolved. New hospitals are not 
the solution to the present unsatisfactory state of affairs. It is fresh thinking 
that is required—and the Ministry of Health and its advisers have given 
no indication that such is forthcoming. 


Yet further evidence of the need for a radical reappraisement of the precise 
role of the general practitioner in the National Health Service is provided 
by the second volume of the inquiry into the pattern and 
The G.P. as__ extent of illness among children in Newcastle upon ‘Tyne 
Pediatrician (‘Growing Up in Newcastle upon Tyne’, by F. J. W. 
Miller, S. D. M. Court, W. S. Walton, and E. G. Knox. 
Published for the Nuffield Foundation by the Oxford University Press, 
1960. Price 25s.). The first volume, ‘A Thousand Families in Newcastle 
upon Tyne’, which was published in 1954, dealt with the first year of life. 
The present volume carries the history of the same children in these 1000 
families up to the time they went to school. 
The authors dogmatically state that ‘the family doctor must not merely 
survive but become stronger’. Further, ‘his sense of values and the quality 
of his care will largely determine the excellence or mediocrity of the health 
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service in the days ahead’. Like the authors of the Barrow report, they stress 
the need for ensuring cooperation between the three branches of the 
National Health Service, but there will be many who will question some 
of their suggestions of how this can be achieved—particularly in the case 
of cooperation with the local authorities. Thus, they say that ‘perhaps the 
best work in welfare centres should be done by senior practitioners who 
have the experience and aptitude to give the mothers the advice they 
require’. Later in the report they say that ‘local authorities could give help 
to family doctors who wish to establish welfare centres within their prac- 
tice and are willing to fit themselves for the work. . . . Only family doctors 
specially interested would wish to do this work’. Surely, however, the doctor 
who is not ‘specially interested’ in the welfare of the children in his practice 
has no place in general practice at all. ‘The essence of good general practice 
is that the family doctor cares for his patients at all stages, and to suggest 
that general practitioners should delegate the care of their child patients 
to others—whether public health doctors or other general practitioners— 
is a complete negation of the whole concept of the family doctor. By all 
means let the local authority provide ancillary services, such as nurses and 
health visitors, but the day-to-day care of the children must be personally 
supervised by the general practitioner. Indeed, it would scarcely be going 
too far to say that the persistence of welfare clinics run by local authorities 
is an admission that the general practitioners of the country are not pulling 
their weight. 


MEDICINE and politics have become so intertwined since the introduction 
of the National Health Service that it has become almost impossible to 
obtain an objective view of the Service, either from the 
The Economics point of view of medicine or from that of economics. It 
of Health is therefore refreshing to find an economist who can 
approach the subject as a straight economic problem in 
the way that Dr. D. S. Lees, lecturer in economics at the University College 
of North Staffordshire, does in the April issue of Lloyds Bank Review. As 
he points out, between 1938 and 1958, health expenditure (both private 
and public) per head of population increased in real terms by 10 per cent. ; 
that is, at about the same rate as consumer expenditure as a whole. The 
great difference, of course, is that in 1938 health expenditure was two parts 
private and one part public, whilst today it is virtually all public. This 
switch from private to public expenditure means that the level of taxation 
is higher than it otherwise would have been—by around {500 million, 
which is equivalent to 2 shillings on the standard rate of income tax. 

As Dr. Lees notes, ‘these are not negligible figures. It could be main- 
tained with cogency that, had taxation been so much lower, the greater 
incentives to work, to save, to cut costs and to take risks would have raised 
total output and investment above their present levels and have enabled us 
both to enjoy the present standard of health services and to have additional 
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resources for use in other directions’. Equally cogent are ‘the well-known 
consequences’ that ‘inevitably follow from the fact of public monopoly’ as 
outlined by Dr. Lees. “The freedom of choice of the consumer is restricted. 
There is no competition to provide built-in guarantees against inefficiency. 
. . . Above all, there is pervasive political control. ‘These consequences are 
far from trivial; they should clearly be avoided whenever possible. The 
nature of health services presents no fundamental difficulties. They can be 
made subject to price, with the poorer members of the population enabled 
to pay those prices by subsidies on any scale considered necessary’. These 
are but a few of the many points raised by Dr. Lees in his stimulating, if 
provocative, article. It is an article which should be carefully studied by 
all concerned with the future of the National Health Service, whether 
doctor or layman. 


“HANSARD’ on medical matters makes most depressing reading, and the sick 
citizen has good reason to be thankful that, speaking generally, those who 

represent him in Parliament have no direct say in how he 
Consultants _ is looked after when he is laid low with illness. Every now 
as Locums and then, however, a gleam of refreshing originality pierces 

the political penumbra. One of the few of these this session 
came from a member of the Opposition, who asked the Minister of Health 
whether he would ‘consider the possibility of refresher courses for con- 
sultants and specialists, so that they may come down into the arena of 
family doctoring, which might be beneficial to them and help the general 
practitioner in solving his problems of locums’. 

Not without justification, the Minister of Health described the suggestion 
as ‘very revolutionary in a professional service’, but the prospect opened up 
by the suggestion is an intriguing one. After all, in the old days general 
practice was not infrequently the prelude to consulting practice, and the 
older generation of general practitioners are unanimous that, other things 
being equal, the consultant with some first-hand experience of general 
practice was often the most useful opinion. If the hierarchical régime imposed 
on us by a National Health Service controlled by Civil Servants prevents a 
young man from spending a period in general practice before acquiring the 
status of consultant, is there any reason why, having established himself, 
he should not on occasion ‘come down into the arena of family doctoring’ 
and learn at first hand exactly what is involved in making a diagnosis at the 
patient’s bedside without being able to consult his cohort of registrars, 
clinical pathologists and radiologists before having to commit himself? 
Might he not be a little less dogmatic and epigrammatic in his advice if 
he knew and learned the hard way exactly what the general practitioner 
has to cope with in caring for a patient in his or her own home? It might 
well be, of course, that many a family doctor would be reluctant to entrust 
his patients to the ‘tenderfoot’ consultant, but from the long-term point of 
view the procedure might well be to the benefit of the sick community at large. 





THE PROBLEM OF PSORIASIS 


By E. J. MOYNAHAN, F.R.C.P. 
Physician, Dermatological Department, Guy’s Hospital; 
Physictan in Charge, Dermatological Department, The Hospital 
for Sick Children, Great Ormond Street 


PsorIASIs remains one of the major problems in dermatology, at least in 
temperate climates. If the finding of votive offerings from sufferers is a 
reliable index of its prevalence, it has probably been a problem to the 
medical practitioner since antiquity. It cannot yet be said that a solution of 
the problem is in sight; this is not surprising as we are still completely 
ignorant of its cause and are only just beginning to understand the bio- 
chemical processes underlying the pathological changes seen in the disease. 

It is largely a disorder of keratinization, but not entirely, as marked 
changes occur in the vasculature of the upper cutis in the immediate vicinity 
of the lesion, indicating that it is a disorder involving both dermis and epi- 
dermis. Some authorities (e.g. Michelson, 1958) consider it to be a systemic 
disorder in which the changes seen in the skin are caused by some blood- 
borne factor. The association of psoriasis with an arthritis of the rheumatoid 
type, first recognized by Alibert in 1822, has given rise to much speculation, 
Some authors, such as Ingram (1954) among dermatologists and Short, 
et al. (1957) among rheumatologists, believe the two conditions to be closely 
related; others consider the association to be fortuitous. 

The characteristic erythematous papule, covered by silvery scales, usually 
joined to its neighbours to form plaques of various sizes, occurring at the 
classical sites on the extensor aspects of the limbs, on the scalp and over 
bony prominences, will be familiar to all practitioners and in its typical 
forms psoriasis is one of the easiest skin disorders to diagnose. In doubtful 
cases, the tell-tale pitting seen on the nails is a helpful diagnostic sign and 
the practitioner should always look for it. He may find difficulty in distin- 
guishing the unusual or atypical case from certain forms of eczema, licheni- 
fied dermatitis (lichen simplex), especially when situated on the knees or 
elbows or in the natal cleft, the so-called ‘seborrheeic dermatitis’, and the 
now fortunately rare psoriasiform syphilid. The histology of psoriasis is 
characteristic, with marked acanthosis and parakeratosis in the epidermis 
and an enormous increase in size, as well as dilatation, of the capillaries in 
the subjacent dermis. Similar changes, however, may be met with in some 
of the conditions just mentioned, so that the diagnosis in these may remain 
in doubt. 

INCIDENCE 
Psoriasis is one of the commonest skin diseases, yet we have few reliable 
estimates of its true incidence in the population at large. Bereston (1950) 
reported an incidence of 0.27 per cent. among recruits to the United States 
May 1960. Vol. 184 (557) 
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Armed Forces during the 1939-45 War. The true incidence, however, must 
be greater, since we know that psoriasis may appear for the first time at an 
age beyond that of liability to military service, and some of those examined 
would have been in remission at the time of examination. Estimates based 
on attendances at skin clinics give a much higher incidence than this, vary- 
ing from 1 per cent. in New York (Gahan, 1943) to 15 per cent. in prisoner- 
of-war camps (Simons, 1949). The wide variation in the figures from clinics 
emphasizes the great need which exists for accurate statistics of common 
morbid conditions based on an actual physical survey of the population 
concerned. The United States figures may not apply to Britain, because of 
the much larger Negro element in the American population. Lomholt 
(1954) gives a much higher incidence (2.5 per cent.) in the Faroes than in 
any American series. 
AGE AND SEX INCIDENCE 

Age.—No age is exempt from psoriasis. 't occurs but rarely in infancy, only 
nine cases were recorded in the last nine years at The Hospital for Sick 
Children, and the condition is not common before puberty, although 
Church (1958) reported a fairly high incidence in his series. When seen in 
childhood it is often of the guttate type with a tendency to spontaneous 
clearance. Michelson (1958) mentions a follicular variety of psoriasis, seen 
especially on the anterior tibial and olecranon areas in children. Another 
childhood variety localized to the scalp is often follicular in distribution. 
Psoriasis is common in young adults and in the middle-aged but it may 
develop for the first time in the aged, in whom facial lesions are not un- 
common and these may give rise to some diagnostic difficulty by their 
resemblance to seborrheic dermatitis and lupus erythematosus. Psoriasis is 
notoriously a chronic malady and 74 per cent. of Church’s (1958) series 
had not had a remission. 

Sex.—Both sexes are equally affected, with a slightly earlier onset of the 
disorder in girls than in boys, possibly associated with their earlier puberty. 
Women are more often the victims of psoriatic arthropathy. 


GENETIC AND RACIAL FACTORS 
That psoriasis has a genetic basis would be accepted by all, but its precise 
mode of inheritance has not yet been established. There is a strikingly high 
concordance in identical twins. In a careful study of psoriasis in a Swedish 
population, Romanus (1945) found an incidence of 8.3 per cent. among the 
parents of psoriatics, g per cent. among their sibs and 13 per cent. among 
descendants. Heredity merely predisposes to the disease, other factors are 
needed to trigger it off, and we are as yet unable to identify the potential 
psoriatic, but the enzyme studies to be discussed later may lead to this. 
Negroes are less susceptible than less pigmented races, and it has been sug- 
gested that those who do develop it must carry ‘white’ genes. The freedom 
that Negroes enjoy cannot be due to their living in a sunny climate since the 
disease is quite common amongst Egyptians and Italians in their native lands. 
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ASSOCIATION WITH ARTHRITIS 

Reliable statistics of the true association between arthritis and psoriasis are 
difficult to obtain, but it is the general experience that arthritis and psoriasis 
occur together more often than arthritis and any other chronic skin malady. 

The eruption may precede the arthritis or it may accompany or follow it. 
A teature of psoriatic arthritis is the frequent association of nail changes 
with arthritis of the distal joint of the affected digit; otherwise the psoriasis 
and the arthritis exhibit the features usual to both. Treatment may prove 
extremely difficult and prolonged corticosteroid therapy may be essential 
in the severer cases. 


WHAT MIGHT BE THE CAUSE OF PSORIASIS? 
Reams have been written about the possible etiology of the disease and the 
reader may think it a futile task to add to this voluminous literature without 
good reason, but certain clues are emerging as a result of recent biochemical 
studies and it would seem pertinent to consider them here. 

In the past, lipid metabolism had been studied by many investigators. 
Too much fat in the diet was blamed by some as an important cause but 
the experience of prisoners of war and concentration camp internees during 
the 1939-45 War, a large percentage of whom developed psoriasis on a 
starvation regimen, flatly contradicts this. Other investigators and clinicians 
would add fats or specific lipids such as linoleic, linolenic and undecylenic 
acids to the diet, usually with disappointing results. Diet it would seem 
plays a negligible role in psoriasis. Pancreatic dysfunction has been invoked 
and insulin tried in the treatment of psoriasis, but it cannot be said that 
there is any gross disorder of carbohydrate metabolism. 

Because of its frequent appearance for the first time at puberty and the 
tendency for the lesions to clear during pregnancy it was inevitable that a 
hormonal cause should be sought. Barber (1950) drew attention to the fact 
that psoriasis might change its character after the menopause and begin to 
appear in the genito-crural region, the natal cleft, axilla and infra-mammary 
folds rather than the extensor surfaces. This distribution might well be the 
result of intertriginous changes which may accompany the obesity seen in 
some women after the menopause, rather than a diminution in circulating 
cestrogens. Psoriasis is reported as showing variations during the menstrual 
cycle, but these, too, may well be non-specific, as the water content of the 
epidermis varies during the cycle and it has been shown by Flesch and 
Esoda (1957, 1958) that the water-binding power of the epidermal scales 
in psoriasis is deficient. We may conclude therefore from all these studies 
that the sex hormones can have little direct etiological significance. 


A PROBLEM IN ENZYMOLOGY 
Studies of the proteins in psoriatic scales have yielded much more promising 
results, and some evidence has been obtained that there is a deficiency in 
dipeptidase activity in psoriatic skin (Paschoud and Schmidli, 1955; 
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Paschoud, Keller and Schmidli, 1956). Dipeptidases are enzymes which 
hydrolyse proteins into water-soluble polypeptides. It has been shown that 
the dipeptidases are present in the psoriatic lesion but their activity is de- 
pressed by the presence of an unidentified inhibitor in the overlying scale. 
This finding, if confirmed, raises interesting possibilities. Although in itself 
it produces no answer to the psoriasis problem, it does take us a step nearer 
to its solution. The metabolism of a psoriatic lesion, as measured by oxygen 
uptake, is greatly increased, but this is what one would expect in any tissue 
which is undergoing rapid growth necessitating frequent cell division. The 
retention of nuclear material, which is a feature of most parakeratotic pro- 
cesses, is not only demonstrable histologically, but has been confirmed bio- 
chemically by the observation that the free and combined pentose levels 
are three to ten times greater than normal in psoriatic scale. 

It has been said, with considerable truth, that psoriasis is a disorder of 
keratinization. Even if this is only part of the truth it would seem profitable 
to inquire further into the chemical differences between the keratin in 
normal skin and that from a psoriatic lesion. Keratin, as is well known, has 
a relatively high content of sulphur-containing amino-acids, especially 
cystine, and as a consequence much attention has been devoted in recent 
years to this aspect of the problem. Magnus (1956) demonstrated that there 
is an increase in the free sulphydryl groups present in the scales from 
psoriasis, a finding supported by Flesch and Esoda (1957, 1958) and Steiner 
(1958) amongst others. Following this work, Lipnik and Levy (1959), using 
the radioactive isotope of sulphur (S*°), studied its utilization by the normal 
and psoriatic epidermis and found that there is a marked defect in sulphur 
storage in psoriasis, possibly due to an enzyme deficiency. Roe (1959) has 
produced histochemical evidence that there is an accumulation of an ab- 
normal glycoprotein in the psoriatic epidermis, which may be the source 
of the sulphur needed for incorporation into the keratin molecule. Lipnik 
and Levy (1959) drew attention to the fact that the most successful measures 
in the treatment of the disease are just those which are most effective in 
oxidizing, mobilizing, or binding the sulphydryl groups: e.g. the heavy 
metals, mercury and arsenic, all of which bind sulphydryl groups. Sunlight 
oxidizes them, as do tar, dithranol and chrysarobin. Cortisone, too, increases 
the excretion of sulphydryl groups by the body in the form of glutathione. 

This work, whilst far from solving the problem of psoriasis, gives an 
important clue to the direction in which we should look for further advances. 
If the abnormal glycoprotein found by Roe contains chondroitin sulphate, 
which is an important constituent of cartilage, we may have an unsuspected 
link between joint and skin in psoriatic arthropathy. Much work remains 
to be done and we may again be disappointed (as so often in the past), 
but it can now be said that practically all the evidence points towards an 
enzyme defect as the most likely cause of psoriasis. Furthermore, the 
enzyme defect hypothesis is the only one which enables us to fit the various 
pieces of the jig-saw puzzle together (genetic, racial, climatic, metabolic and 
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therapeutic) and form a picture of the probable solution of the problem. 
Such a solution would almost certainly bring with it a really specific and 
effective method of treatment to the relief of the many thousand sufferers 
from this chronic and often intractable malady. The time would seem to 
be ripe for a concentrated attack on the biochemistry and pathological 
chemistry of the diseased skin in psoriasis, but little money is available in 
this country for basic dermatological research. ‘There are good prospects for 
some quick returns from any money invested in such biochemical research 
and it would be a pity if Britain continued to trail behind in this field. 


THE PROBLEM OF TREATMENT 

The practitioner is faced with a very difficult problem in attempting to treat 
a condition such as psoriasis with no specific remedy available, especially 
as it is a disease of remarkable chronicity with a tendency to become re- 
sistant to all forms of treatment. It is not surprising that on occasions some 
practitioners throw in the sponge and tell the patient that he must do the 
best he can and learn to live with his disease. Such an attitude should be 
avoided; the practitioner should always be guardedly optimistic and 
reassuring, because he can usually help the great majority of his patients. 

Each psoriatic is an individual problem in management and the more 
fully the practitioner understands his patient, particularly his temperament 
and his attitude towards his disease, the more satisfactory will be his thera- 
peutic efforts. Some patients with few and inconspicuous lesions, who are 
not much concerned about their presence, are best left untreated, but similar 
lesions may considerably disturb another patient who will therefore need 
treatment. The patient should always be told from the start that for treat- 
ment to be successful it will need his full cooperation and that he may have 
to persevere for a considerable period before he gets relief. 

Treatment will require external applications in almost every case and the 
remedy used will vary with the site of the eruption and the stage which 
it is in. Thus, in the eruptive stage of the disease when the lesions are 
acutely inflamed and show a tendency to spread, soothing applications should 
be applied. To avoid enlarging and ‘fixing’ the lesions, I have found it best 
to avoid all local applications in the earlier stages of an attack of guttate 
psoriasis. On the other hand, chronic, thickened, indolent scaly plaques need 
much stronger remedies. Messy, smelly preparations which also stain bed- 
linen and underclothes should be avoided as much as possible; most 
sensible patients will not use them for long in any case. 


LOCAL THERAPY 
Coal tar.—Tar is still the most effective local remedy which we possess 
and, since the introduction of crude coal tar by Fischel in 1894, it has 
formed the basis of most successful treatments. Goeckerman (1931) used 
it very effectively with ultra-violet light in his well-known régime for 
psoriasis. It is, however, too messy for routine use at home. Among the 
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milder tar preparations suitable for use in the acute and milder chronic 
stages are ‘pragmatar’, ‘ether-soluble tar paste’, and paste of coal tar B.P.C. 
‘Pragmatar’ is very useful in the management of scalp lesions, and a shampoo 
containing selenium suphide is a helpful adjunct. Nightly application of 
liquor picis carbonis detergens to the patches, followed by a bath in the 
morning when the scales may be gently rubbed off, is effective in many of 
the less severe cases. More stimulating tar preparations, of value in the 
more recalcitrant cases, include ammoniated mercury and coal tar ointment 
B.P.C., or the same ointment to which 2 per cent. of salicylic acid is added. 
Zinc oxide and coal tar paste B.P.C. (White’s tar paste) is sometimes 
useful in children. 

Dithranol and allied preparations.—Dithranol is a useful remedy for the 
chronic thickened plaques, but it should be used with caution as it is an 
irritant and sensitizer. I prefer to begin with a low concentration (0.05 per 
cent.) and gradually increase the strength, taking care to avoid any irritation. 
Some patients may need, and tolerate, a concentration greater than 1 per 
cent. Contact with the eyes must be avoided. 


SUNLIGHT AND RADIOTHERAPY 
Sunlight.—Natural sunshine or ultra-violet light, alone or in combination 
with tar preparations, give very satisfactory results in a large number of 
cases. Sunbathing should be encouraged in those who benefit from it, and 
there is evidence that the reappearance of psoriasis is sometimes considerably 
delayed in sun-tanned areas. Over-exposure must be avoided because sun- 
burned areas may exhibit a Kébner reaction. 

Radiotherapy.—Superficial x-ray therapy has a very limited place in the 
treatment of any chronic malady with a tendency to recurrence such as 
psoriasis. It is useful for the relief of the pruritus which is sometimes such 
a distressing feature of flexural psoriasis. 


SYSTEMIC THERAPY 
Arsenic, in the form of Fowler’s solution, often works like a charm in stub- 
born cases but, owing to the great risk of the patient subsequently developing 
cancer of the skin and other organs, it has fallen into disrepute. If the 
practitioner is going to use this remedy, he should reserve it for his older 
patients in whom all other measures have failed to give relief, and whose 
lesions are of some severity. 

Calciferol, in doses of 600,000 units twice weekly for four to six weeks, 
sometimes produces dramatic improvement in cases which have resisted all 
other forms of treatment. 

Cortisone and its congeners are of no value in ordinary psoriasis but may 
be mandatory in exfoliative psoriatic dermatitis if the patient’s life is to be 
saved. Triamcinolone showed promise in earlier reports of its use but I am 
not yet convinced that it is more effective than any other corticosteroid. 

The antimalarial drugs (mepacrine, chloroquine) had a short vogue after 
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Cormia and Noun (1953) reported that psoriasis cleared with mepacrine, but 
later work showed that mepacrine might actually make psoriasis manifest. 

The most recent, and also, let it be said, the most dangerous, drugs which 
have been introduced as anti-psoriatic agents are the folic acid antagonists, 
but the results so far reported hardly justify the serious toxic hazards run 
by the patient, and the practitioner would be well advised to leave them 
to the expert. 

PSYCHOTHERAPY 
Psychotherapy, apart from the reassurance provided by an optimistic prac- 
titioner, has only a limited part to play in the management of the ordinary 
case, but the benefit which follows a period of physical and mental rest with 
relief from tension and anxiety, can at times be as great as that following 
any form of treatment. The role of psychological factors in producing 
exacerbations and new attacks is still controversial, and the practitioner 
should not expect the psychiatrist to work miracles and achieve a cure of 
the skin condition, as well as the mental disturbance, in every anxious or 
depressed psoriatic patient. 
CONCLUSIONS 

This brief review of the problem of psoriasis is intended to focus attention 
on what appears to be the most promising line of attack at the moment. 
It is clear that our knowledge is meagre and our ignorance immense and 
that there is an urgent need for intensive basic research if we are to help 
our patients to cut short a distressing, disfiguring chronic malady. The 
most rewarding front on which an attack could be mounted is that of the 


enzymology of the epidermis. 
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LICHEN PLANUS 


By P. D. SAMMAN, M.D., M.R.C.P. 


Assistant Physician, Dermatology Department, Westminster Hospital; 
Physician, Institute of Dermatology, St. Fohn’s Hospital for Diseases of the Skin 


LICHEN PLANUS is not one of the few very common skin diseases but it ranks 
high among the less common. It is the cause of much discomfort and 
although diagnosis is usually simple there is a number of variations which 
can at times make diagnosis very difficult. 


ETIOLOGY AND INCIDENCE 

The cause of lichen planus is quite unknown. The histological changes 
indicate that the epidermis is first affected by some irritant and the changes 
at the basal cell layer have suggested to some writers (e.g. Aplas, 1957) 
that a virus is responsible but so far there is no other evidence that this is 
so. Very few familial cases are recorded and there is no evidence of cross- 
infection from one patient to another. At times a history of minor trauma 
such as an insect bite may be obtained but it is impossible to say that the 
condition first began at such a site. It is often said that psychological 
influences are important and there is no doubt that an emotional upset may 
aggravate an existing eruption or precipitate a relapse, but the majority of 
patients show no psychological abnormality. 

About 200 new cases of lichen planus are registered each year at St. John’s 


Hospital for Diseases of the Skin; this represents about 1.2 per cent. of all 
new cases and compares with about 1000 new cases of psoriasis (about 
6 per cent.) (Calnan and Meara, 1957). The condition occurs at all ages 
but is rare in children and most common between 30 and 50; it is slightly 
more common in men than in women in the ratio of about 6 to 4. 


CLINICAL FEATURES 
The onset is usually insidious and it may be weeks or months before the 
patient seeks medical advice but occasional acute cases occur which develop 
very rapidly and become generalized in a few days. 

The essential primary lesion is the papule. This papule is characteristic: 
it is polygonal in shape owing to the retention of the skin lines, flat topped, 
and shiny. In size it normally varies from a pin-point to 1 mm. in diameter, 
but occasionally considerably larger individual papules are seen and large 
plaques may be formed by an aggregation of papules (fig. 1). On the surface 
of the papules white dots and lines can be seen: the so-called Wickham’s 
striz (fig. 2). The condition may occur on any part of the body and rarely 
is universal but the common sites for early lesions are the flexor aspects 
of the wrists and the base of the spine (fig. 3). The colour of the early 
lesions is pink but as the lesions age the characteristic violaceous colour 
May 1960. Vol. 184 (564) 
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appears. Where the papules subside an area of pigmentation often remains 
and may last for months or years. This patchy pigmentation, especially if it 
retains the polygonal shape of the papules, can be used to diagnose a previous 
attack of lichen planus years later. 

Itching is the common symptom but one can seldom find much evidence 
of scratching, even though the itching may become very severe. 

There are many variations in the presentation of lichen planus. The 
commonest is the hypertrophic form. This usually develops in association 

with the common form 

but may occur indepen- 

dently. The lesions thicken 

and enlarge and the colour 

becomes more  viola- 

ceous. The usual site for 

this change is on the 

legs (fig. 4). On the palms 

and soles the lesions are 

rougher and more warty. 

They are seldom much 

elevated above the surface 

and their colour may be 

brown or yellowish. Their 

shape is much less charac- 

teristic than elsewhere. 

Diagnosis.in these sites 

may be. difficult in the 

absence of typical papules 

on other parts of the body. 

Annular lesions are 

common (fig. 3). They are 

formed either by an aggre- 

gation of papules or by 

central clearance of large 

Fic. 1.—Typical lichen p.anus with conduence of papules whilst the edge 

papules. remains active. The rings 

may occur anywhere but 

are rather often seen on the glans penis. Linear lesions are also common: 

these are normally found as a short line of papules along a scratch mark but 

they occasionally occur as a line extending the whole length of a limb. 

Vesicles or bullz may be seen in association with the papules, usually 
on the lower limbs. 

When the lesions have a follicular arrangement the polygonal shape of the 
papules is lost and they become dome shaped and circular surrounding 
the hairs. This may occur on the scalp or in groups on other parts of the 
body surrounding lanugo hairs (fig. 5). The dermal infiltrate penetrates 
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deeply around the hair follicle and may lead to its destruction so that scarring 
occurs. On the scalp this will produce a patchy scarring alopecia (fig. 6). 
The mucous membranes are seldom spared and are often involved in lichen 
planus without apparent skin lesions. The buccal mucosa and tongue are the 
usual sites but lesions may also be found on the lips, vagina, glans penis 
and anal mucosa. The change most often seen is a reticulate pattern of white 
lines or white plaques on the 
buccal mucosa (fig. 7). On the 
tongue fixed white plaques are 
characteristic; they are slightly 
depressed below the normal 
mucosa (fig. 8). Mucous mem- 
brane lesions seldom cause 
much discomfort but, when 
severe, erosions may occur 
which will be painful. Patients 
may also complain of a dry 
feeling in the meuth. The 
mucous membrane lesions are 
very persistent and remain vis- 
ible long after the skin lesions 
have faded. They are usually 
harmless but, rarely, epithe- 
liomas may develop in associa- 
tion with them, Warin (1960) 
has seen a number of these 
cases while following patients 
whose main complaint was due 
to buccal mucosal lesions. 
The nails are affected in a 
minority of cases: no specific va ee wes BEDE iter 
change can be described but So planus papules showing Wick- 
several rather characteristic 
appearances are seen. Most commonly there is a thinning of the nail-plate 
affecting several nails. ‘The evolution of the change may be watched as the 
nail grows. It first becomes apparent at the cuticle and gradually extends 
forward with the growth of the nail. This results in the surface of the nail 
becoming rough and the longitudinal striations become more obvious (fig. 9). 
If the thinning is severe the cuticle may grow forward as a pannus, 
apparently in an attempt to strengthen the nail-plate. These changes occur 
in association with severe widespread lichen planus but there are not 
necessarily any visible skin lesions near the nail. Less commonly the nail is 
completely shed, resulting in permanent partial or complete loss of the 
nail-plate. The great toe-nails are most often involved in this process and 
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there is usually clinical evidence of lichen planus at the base of the nail for 
some time before the nail is shed. 


HISTOLOGY 

The changes are charac- 

teristic. There is a 

tightly packed infiltrate 

of lymphocytes imme- 

diately below the epi- 

dermis. The epidermis 

itself is also affected. 

The basal layer shows 

some’ liquefaction de- 

generation so that it 

appears spongy or cede- 

matous. The  prickle- 

cell layer is slightly 

increased in thickness 

and the _ interpapillary 

processes show an 

irregular imcrease' in 

length; often they are 

pointed at their lower 

ends giving the  so- 

called saw-tooth appear- 

ance. The _ granular 

oo) layer is increased in 

— — «thickness but not uni- 
kic. 3.—Fapules on lower part of back with some 

annular lesions. formly so. The horny 

layer is also moderately 

thickened and unlike psoriasis contains few or no_ parakeratotic 

cells. 


DIAGNOSIS AND DIFFERENTIAL DIAGNOSIS 
‘The characteristic papules make the diagnosis of the average case simple and 
unquestioned. The only other condition which simulates it closely is a 
lichenoid drug eruption. Mepacrine and gold are the two drugs which are 
most likely to produce this picture and at times the lesions are identical so 
that it seems probable that the drug has actually precipitated an attack of 
lichen planus. Hypertrophic patches, in the absence of other evidence of 
lichen planus, may be difficult to distinguish from lichen simplex chronicus 
or lichenified dermatitis. Hypertrophic patches can also be mistaken for 
psoriasis, especially if they occur on the elbows or knees where chronic 
patches of psoriasis often occur. Occasional cases are seen in which psoriasis 
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and lichen planus have occurred together or psoriasis has given place to 
lichen planus. Long linear lesions may be mistaken for a linear nevus or the 
uncommon lichen striatus. The mode of evolution and the histology of the 
lesions will usually serve to make a certain diagnosis possible. 

Atrophic patches in the scalp due to lichen planus have to be dis- 
tinguished from similar patches due to lupus erythematosus, favus, follicu- 
litis decalvans or pseudopelade. ‘The 
end-stage of all these conditions may 
be identical and the diagnosis may 
depend upon the history. 

Mucous membrane lesions have 
to be distinguished from leukoplakia, 
smoker’s keratoses and nzvoid 
patches. The diagnosis in difficult 
cases can usually be established by 
the histology. 


PROGNOSIS 
Although a few cases clear in three 
months or less the majority last 
much longer and the average case 
takes a year to eighteen months for 
all the active skin lesions to clear. 
Pigmentation and mucous mem- 
brane lesions last much longer. The 
process of clearance is delayed if 
any of the lesions become hyper- 
trophic or large annular lesions 
develop. These both tend to persist 
for years and when eventually they 
clear there may be slight scarring and 
not infrequently an area of depig- 
mentation is formed (fig. 4). Vitiligo F's. + Resolving hypertrophic lichen 
‘ , : ; planus, showing loss of pigment in 
itself is occasionally found in asso- sian adeiid. 
ciation with lichen planus but this 
does not alter the progress of the disease. Atrophic lesions in the scalp are 
permanent; indeed, patches of alopecia may continue to appear for a year 
or more after all other evidence of the disease has cleared. Nail changes are 
also usually permanent. A proportion of cases relapse but for the majority 
a single attack is the rule. Second or subsequent attacks occur in about 20 per 
cent. of cases and normally follow the same pattern as the earlier attack. 


TREATMENT 
Many forms of treatment have been recommended for lichen planus and this 
indicates the relative lack of success with any one method. There is no 
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doubt that steroid therapy is beneficial but only a relatively short course 
of treatment is required. Steroids relieve the great distress of itching and 
suppress the lesions during the period of their administration in adequate 
dosage. Partial relapse occurs on stopping the drug but there is not the 


Fic, 6.—Atrophic alopecia due to lichen planus 


rebound effect seen in some conditions. The total length of the attack is 
probably little altered but the period of greatest irritation can be much 
reduced. Treatment with steroids should only be undertaken in severe cases 
when the patient is much disturbed by the skin lesions or when there is 
extensive mucous membrane involvement and when the patient is otherwise 
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suitable for this form of 
therapy. No detailed dosage 
schedule can be laid down but 
an average case will require 
20 mg. of prednisolone (or 
16 mg. of triamcinolone) daily 
for three or four weeks, and 
then gradual reduction (2.5 
mg. of prednisolone or 2 mg. 
of triamcinolone) every three 
days so that the drug can be 
discontinued after two or 
three months, Great relief 
may be gained simply by 
putting the patient to bed 
without using the drug. 

For all other cases palliative 
treatment is all that can 
reasonably be recommended. 
The itching can be relieved by 
small doses of barbiturates or 
antihistamines. I have found 
promethazine hydrochloride, 10 
mg. thrice daily, most useful in 
this respect. Local applications 
may help, although hydrocor- 
tisone is of little value except on 
such sites as the glans penis and 
the scrotum. An application of 
1 per cent. phenol and 1 per cent. 
menthol in calamine lotion or 
zinc cream is soothing and 
cooling. Crotamiton cream, 
B.N.F., has also been found to 
give considerable relief. 

Hypertrophic patches on the 
lower legs can be helped a good 
deal by occlusive dressings and 
‘coltapaste’ has been found suit- 
able for these. Local injections 
of hydrocortisone have been 
reported to give good results and 
are worth a trial in stubborn cases. The injection is given intradermally 
and should be diluted with a suitable diluent so that 1 ml. contains 15 mg. 
of hydrocortisone. Follicular lesions seem to be helped by large doses of 


Fic. 8.—Lichen planus of tongue. 
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vitamin A but fresh lesions may continue to appear while the patient is 
taking the vitamin, so that there can be no specific action. 

Superficial x-ray therapy is of value in selected cases either for hyper- 
trophic plaques or for areas where large plaques have formed without true 
hypertrophic change having occurred. 


Glycerin and borax 
mouthwashes are help- 
ful for the mouth 
lesions. 

The objects’ of 
treatment may be 
summed up as an 
attempt to _ relieve 
itching and in severe 
cases to suppress 
symptoms whilst the 
natural processes of 
resolution come into 
operation. 

I wish to thank the 
Photographic Departments of Westminster Hospital and The Institute of 


Dermatology for the illustrations. Figures 2, 4, 5, 6 and 8 were provided by 
Westminster Hospital and figures 1, 3, 7 and 9 by The Institute of Dermatology. 


Fic. 9.—Nail damage due to lichen planus. 
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THE NEURODERMATOSES 


By R. D. SWEET, M.B., M.R.C.P. 


Consultant Dermatologist, South Devon and East Cornwall Hospital, 
Plymouth, Torbay Hespital and Newton Abbott Hespital 


*Say not, the struggle naught availeth 
The labour and the wounds are vain’.—A. H. Clough. 
Ir is neither entirely satisfactory nor helpful to group together a diverse 
collection of ailments and dignify it with the title of the neurodermatoses, 
especially when no two people agree on which conditions should be included, 
or why. 
FORETHOUGHTS 

Are they of the fancy or of the flesh, dim wraiths writhing far backstage, 
more feelings than forms, half seen in a hot, red mist, or solid carnal creatures 
materialized by the footlights, capable of dissection and categorization and 
even of definition? I for one do not know, and any definition must, I fear, 
be a rather personal affair of the author and every diagnosis personal to 
both physician and patient alike. The poor lady with psoriasis gets so 
worried and upset when things go wrong in her home, and when they do 
her psoriasis gets worse. To her psoriasis is a ‘neurodermatosis’, but not to 
me because, though she has studied—and how intently—just one case, I 
have studied many and I know that such behaviour is only one small facet 
of a much more bewildering condition. I even suspect that had she swapped 
grandmothers she might even have developed eczema instead when she got 
so fussed. If her skin cleared when she settled down again, or if once 
having the eczema it kept her so fussed that she could not settle down again, 
then I would say she had a neurodermatosis. If this cap fits, the term may 
be used, but remember—the lady still had eczema.” 

I do not know the cause of psoriasis or eczema. Neither do I know the 
cause of lichen planus or alopecia areata, or why some adolescents get acne 
and others don’t, or what makes hyperkeratosis follicularis et parafollicularis 
in cutem penetrans tick; but just because we do not yet know a great many 
things we should steadfastly resist the temptation of arrogantly assuming 
that all cutaneous eruptions with no known material cause must be due to 
nervous stresses. 

Before attempting to describe any particular forms of neurodermatosis 
it must be made clear that there is no specific cutaneous eruption which can 
be recognized as such on sight. Nor is there any specific cause which results 
in any specific effect, itself capable of modification by any specific treatment 
in the way that an acarus causes the scabies which benzyl benzoate cures. 
On the contrary, cause and effect may become inextricably mixed up. 
Events, physical or mental, may initiate certain skin lesions whilst quite 
other events or emotions may keep those lesions in existence, and only too 
May 1960. Vol. 184 (572) 
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often the very presence of lesions may be enough so to disturb the patient 
that they are thereby perpetuated in a crescendo of suffering. 

The vicious circle of itching leading to scratching which leads to greater 
itching is obvious enough, but there are other more subtle and interlacing 
circles such as itching causing lack of sleep, which results in overtiredness, 
enhanced anxiety, less control over scratching, worsening of whatever it is 
that itches, bad temper and unpleasantness to associates, inefficiency at 
work: all in turn tend to aggravate all the others. It follows therefore 
that the clinical picture of the moment is of far less diagnostic importance 
than the story of how things got to the state they have and how the patient 
feels about it all. 

The skin has such detailed anatomical connexions with the brain, and its 
state of well-being is so readily perceptible (if necessary, with the aid of 
mirrors) to the eye, that a somewhat remote common ancestry hardly seems 
of even theoretical importance. Yet, mercifully, most of us spend most of 
our lives blissfully unconscious of most of our skin. When we get undressed 
at night a rather pleasant tingling itch may delight us to a good quick 
scratch, but there is a moment just when we are comfortable and warm 
and the mind is going blank which I believe is of greater importance in the 
study of nervous irritation. How often just then do we become only too 
acutely conscious of a minute area on the cheek or thigh about which we 
simply must do something. In functional disorders, so often the early symp- 
toms are essentially misconstrued normal sensations too keenly perceived, 
and exaggerated normal reactions to them. May this physiological ‘half- 
asleep itch’ become magnified in some unhappy, anxious people until an 
intense awareness of all or large parts of their integument renders sleep 
quite out of the question? Just imagine being able to be equally aware of 
each nephron or each lobule in one’s liver—there might then be neuro- 
nephroses and neurohepatoses! Scratching and vasodilation follow, but 
thereafter the utter mystery of why people’s skins react in different ways 
brings fantasy to a halt. Some just itch and scratch, a few develop urticarial 
weals which itch more than ever and a very unkindly chosen few have that 
something in their make-up, so often exemplified in their family history, in 
that their skins have the capacity of producing eczema. Perhaps such people 
were more likely to itch in the first place, instead of getting indigestion or 
headaches, who knows? I fear we still have to talk of the ‘constitution’. 


TYPES OF LESION 
Neurodermatoses may be generalized and diffuse, patchy or sharply 
localized. The pattern may be infinitely variable but the ways in which the 
skin itself reacts are limited—probably because, in the absence of exogenous 
irritants, living or dead, the human skin has only a fairly small repertoire. 
In practice, therefore, and despite the formidability of dermatological 
nomenclature, we need only consider urticarial and eczematous reactions 
and simple erythema or flushing. The first two invariably itch, the last may 
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offend as much by its appearance as by the sensations that accompany it. 
All are completely reversible so that healing occurs without scarring or 
other after-effects, except perhaps a greater likelihood of the whole process 
occurring all over again with less provocation than formerly. 

It is important to remember that these same reactions may be the result 
of physical irritation or of acquired allergic hypersensitivity. There is no 
satisfactory evidence that any particular type of stress or anxiety is likely to 
result in any particular lesion. 

The generalized eruptions include chronic urticaria, the eczematous 
neurodermatoses and atopic eczema. 


CHRONIC URTICARIA 

So great an impact has the theory of allergy had on the lay and medical 
mind that thousands of patients and doctors spend thousands of hours in 
frustrating searches for edible causes for weals and swollen lips and eyelids, 
which so often occur at a regular hour each day that any responsible food- 
stuff must betoken a diet dull enough to make anyone itch out of sheer 
boredom! Worry about the cause, the grisly thought of being poisoned by 
one’s food so that more and more things are left uneaten, and the discomfort 
of the lesions are quite enough to keep the process going, especially when 
the doctor adds fuel to the fire by shaking his head over fish, fruit and 
anything the patient really likes. There is often associated dermographism 
so that scratching causes more weals than ever and most cases of nervous 
origin have ‘giant’ lesions, the so-called angio-neurotic cedema, as well as 
ordinary urticaria. 

Fortunately the antihistamine drugs practically always suppress these 
eruptions if given in adequate doses. By far the most general mistake in 
treatment is not giving enough or for long enough. 


THE ECZEMATOUS NEURODERMATOSES 
I am dividing these, by far the commonest types of skin lesion dependent 
upon or perpetuated by mental distress, into two main groups because there 
is a rough association between the patients’ characters and the sort of eczema 
they develop. 
THE DEFEATED 

These unhappy souls may experience discomfort in any of their organs but 
when they begin to itch they are in real trouble. They are often rather 
immature creatures who have never really taken on the full duties and 
responsibilities of adult life—they only too often meet adversity with bodily 
inadequacy and then suffer the more severely because they are what they 
are. This group seems to be commoner now than a generation ago and 
commoner in highly civilized than in rougher communities. Perhaps it 
takes longer to grow up into our complex, western civilization and combine 
its material well-being with the strict limitations set on personal behaviour. 

The initial lesions are mainly in the bends of the elbows, around the neck 
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(fig. 1), or in the groins. The flexures and flexor surfaces are always more 

severely affected and usually in time the wrists and ankles. The onset 

is gradual but the eruption may slowly become practically universal. The 

actual lesions vary from a simple erythema to an acute weeping eczema— 

always accompanied by evidence of vicious scratching. The intense itching 

interferes with sleep and the patients often complain of profuse sweating 

during the night. Without 

exception they are very un- 

happy people and extremely 

sorry for themselves; not in- 

frequently strong men_ burst 

into tears, so complete is their 

demoralization. They readily 

admit that they are useless to 

themselves or anyone else. As 

patients they are difficult and 

full of complaints: the oint- 

ments never help, the sedatives 

never sedate and their attend- 

ants never carry out properly 

the treatment ordered. Ward 

Sisters have to summon up all 

their higher Christian feelings 

to tolerate them at all and beg 

for them to be sent home. They 

: always know it is their nerves 

Fic. 1.—Eczema around the ears in a lady with and therefore not their fault 

an extensive flexural eczema of entirely ner- 

vous origin. and ‘they usually try to blame 

something else, particularly 

their jobs. When treated away from home they are highly prone to relapse 
on being told they are fit to return. 

The extent and severity of the lesions may vary considerably. Often they 
will remain localized for months or years, or come and go according to the 
ups and downs of life, only eventually to flare up into the fully developed 
picture I have described. Just the same picture may be seen as the sequel 
to a dermatosis with a definite external cause and this is as important to 
recognize as it is difficult to cope with. 

Take, for example, Mr. J.O.B., a mason of 55 summers. Ten years ago his hands 
began to get red and sore and itchy and it was soon quite clear that he had a cement 
dermatitis. He ought to change his job but that was not so easy; what else could 
he do and there was his superannuation to think of. He was a good, tidy mason 
and his mate could help him out, he need not get much cement on his hands, he 
could be careful and struggle on. This he did, for several years, with his hands, 
wrists and later forearms in various states of disrepair. Every now and then he had 
a few weeks off work, but life was not so bad until one day the inevitable happened : 


his eczema became really severe and generalized to other parts of his body, he had 
to lay up for many weeks and consequently lost his job. 
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This was about three years ago. Mr. J.O.B. got better, more or less, found him- 
self other work away from cement and should have lived happily ever after, but 
unfortunately he had strong views on why, after years of care, he eventually came 
to grief. It so happened that just beforehand some cement was dumped on top 
of his bricks and being a kindly chap, he helped his mate fish them out. Looking 
back on it, this seemed all wrong and must have made his skin worse, so he went 
to see his lawyer. Time passed, the tension mounted, specialists examined him, a 
case was submitted, Counsel's opinion sought, it was decided to go to the County 
Court. The case has not been heard yet, 
but his eczema recurred a few weeks ago 
and is now so severe that he has had to be 
admitted to hospital. Even Solomon would 
have been hard put to it if poor, kindly, 
long-suffering J.O.B., so very badly 
advised in turn by his Welfare State 
doctor and his Welfare State lawyer, 
had eventually appeared before him in 
judgment. 

The perils of litigation to the self- 
righteous are far greater when frustra- 
tion leads to increased itching and 
unfortunately the same perils attend, 
perhaps to as great a degree, an 
onslaught on that mighty yet elusive 
concept, the Ministry of Pensions and 
National Insurance. 


THE FIGHTERS-ON 
Conscientious men and women with a 
high sense of duty, an inner drive to 
carry out in an exemplary fashion all 
tasks set them, and often: an unfor- 
tunate sense of being irreplaceable, are S10. o.—Nunsauiet Geeeme. 
liable to functional disorders, especially 
if they are barely equal to these tasks from time to time. There is no escape by 
illness for them: physical distress must be borne while they get on with the 
job, though thereby the job becomes the more exacting. Anxiety about the 
job is increased by anxiety about their capacity to tackle it as efficiently as 
they could, if only they were fit. They are not sorry for themselves but 
angry at their apparent inadequacy. They do not fuss and when they do 
see their doctor they follow his advice, when they have time. They lose 
far more sleep than they admit. 

Such people tend to get peptic ulcers and they tend to get nummular 
eczema—and not so very uncommonly both. 

Nummular eczema is the most ‘essential’ of all the types of eczema, an 
entity at least as characteristic as psoriasis or lichen planus. It might well 
figure on a dermatological coat of arms as a thorned heraldic rose (preferably 
Lancastrian) representing at once the challenge and the enigma of skin 
disease. We know so little of why these so-called coin-like lesions (fig 2) 
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appear in ones and twos or in dozens over the backs of the hands and fingers, 
on the extensor aspects of the arms, on the fronts of the shins and on the 
outer surfaces of the thighs. They may persist for weeks or months, wax 
and wane in severity, fade away as mysteriously as they came, or increase 
in size and number until most of the body is covered. They may be just 
rather red and scaly, heavily crusted or profusely weeping, they may 
itch intolerably or hardly at all. They are practically always symmetri- 
cally arranged. 

External irritants play no primary part in the etiology, nor I believe does 
sensitivity to foods or toxins from infected foci. Drugs can produce prac- 
tically every known type of cutaneous catastrophe but I have never known 
one produce nummular eczema. These patients are far from wearing their 
hearts on their sleeves, but when one gets to know them, which often takes 
time, one does find so often that life has been increasingly trying for them 
of late, perhaps in a slow and inexorable way, perhaps because they have 
been suddenly tested to the limits. I believe this one common finding must 
have an important bearing on the cause. Again, as with a duodenal ulcer, 
protection of the lesion from irritants and the application of powders and 
milky emulsions may relieve the symptoms, but only mental and physical 
rest of the owner will really do any lasting good. 

Consider Mr. L.O.T., a conscientious, honourable, somewhat dyspeptic business 
man, who by hard work and a certain disregard for the finer feelings of others 
finds himself, entirely by his own efforts, at the age of 50 at the head of a large 
business. As if he did not have enough to contend with, patches of nummular eczema 
appear on his forearms and shins. Ointments give no relief, inquiries about stress 
or strain are indignantly shrugged off, though admittedly there has been a spot 
of trouble about his wife. He certainly does not sleep well, how could anyone with 
this damned itching. Sedatives do help a bit. Then suddenly everything clears up, 
he thanks his doctor and means it: ‘Yes you got the right thing in the end, old chap’, 
but he does not give the reference to the appropriate paragraph in the Financial 
Times. He probably does not realize its significance, not the first tim: anyway. 

Erythematous dermatitis of the face also affects the salt of the earth but is 
especially restricted to those ladies of middle years who make England what 
she is. They spare no-one, least of all themselves, they are indispensable 
in their particular communities and, as they invariably seem to have con- 
servatories, primulas always get the blame. When winter comes and their 
busy faces are alternatively lashed by east winds and scorched by coal fires 
their eyelids begin to itch. They rub them till they hurt and struggle on, 
their faces and necks become red and scaly, too, and sometimes the bends 
of the elbows; they are unable to sleep, they throw away their pot plants 
and bathe their faces in boiling water. District nurses and schoolmistresses 


of appropriate years are common sufferers, and so was Mrs, R.U.B. 


She was the wrong side of 50 and a multiple grandparent in much demand to 
care for her existing grandchildren while their mothers added to their number. 
She had served for years on the parish council, did the flowers in church every 
Saturday, ran whist drives in the winter and children’s outings in the summer and 
was always first to help the sick or needy. She ran the local Women’s Voluntary 
Service. Last winter her eyelids began to swell and itch, settled down but flared 
again more severely a few weeks later. The itching kept her awake, she became 
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thoroughly miserable and ashamed of herself and at last, when her whole face was 
red and scaly and the skin of her eyelids was weeping and swollen, she took to her 
bed for a couple of days. There was an immediate improvement and she was soon 
out and about again, but not for long. The irritation returned and she became 
worse than ever. In spite of vigorous protests she was eventually admitted to hos- 
pital as this was the only way to keep her quiet and prove that the village could 
struggle on without her. 


ATOPIC ECZEMA 
Atopic eczema (fig 3.) is not a nervous disorder but an expression of an 
inherited abnormality of the skin and may be associated with peculiarities 


Fic. 3.—Atopic eczema. 


of behaviour of other organs. It looks very much at present as though some 
people are predestined to develop eczema under adequate provocation and 
others are not. There can be no doubt, however, that some, loosely called 
atopics, are more predestined than others, though no exact line can be drawn. 
Physiologically and pathologically their skins set them apart and are liable 
to let them down at any time: they have been intensely aware of them most 
of their lives. It is therefore hardly surprising that under emotional duress 
many of these people react as it were with their skins and, whichever of the 
two groups they may fit into, the reaction is the same because they are 
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physically atopics. Many of them have led restricted and over-protected 
lives and fail mentally ever to grow up at all, like: 

Young Mr. H.A.M. whose lifelong eczema got so bad after losing his third suc- 
cessive job and being thrown out by his family that he was treated with pred- 
nisolone, So great was his suffering that I contend this was proper, but the ensuing 
years have indeed been illuminating. Once his lesions were controlled, little or 

none of the steroid was required 
till he lost another job and got 
behind with the rent of his room. 
Then he fell in love and the dose 
went up, he got engaged and it 
went down. The wedding went off 
quietly but the honeymoon needed 
enormous coverage. Six months 
went by with minor ups and downs 
and then he flared up really badly 
again and needed 30 mg. a day till 
his wife went home to mother. A 
further fairly heavy charge on the 
exchequer followed a quarrel about 
maintenance but the divorce was 
uneventful. While still on a high 
dose he found himself a job as a 
night porter which only seems to 
require his physical presence in 
case he might occasionally be 
wanted and now he requires no 
prednisolone at ali. 


LOCALIZED 
ERUPTIONS 
These are usually quite small, 
Fie. 4.—Lichenification of the forehead Note sharply outlined areas of altered 
that the eyebrows are rubbed away. : 2 : ; 
skin which itch intensely, but 
in the anogenital region, in the external auditory meatus and occasionally 
around the mouth there may be absolutely nothing visible to support the 
patient’s claim of extreme and often demoralizing discomfort. 


LICHEN SIMPLEX 
Lichen simplex is a very characteristic change which is easy to recognize 
and easy enough superficially to understand. The skin is coarsened so 
that it stands in relief, grey, not so much scaly as dusty looking, the normal 
lines and creases accentuated (fig 4), the lanugo hairs gone, as though in 
just one small part the beast had indeed replaced the man. For years’it 
may remain the beloved enemy, a joy to scratch and thereby to perpetuate 
until one day it shows the cloven hoof: it ceases to be a thing apart, extends 
rapidly, becomes red and scaly or weeping and in fact acts as the focal point 
of a generalizing eczema. Why should certain areas behave thus more 
than others? Why in men should it be so commonly the lateral aspects 
of the calves and just below the knee and the extensor aspect of the fore- 
arms, and in women the nape of the neck and below the olecranon? Perhaps 
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these are just easily accessible areas to scratch and certainly there is no 
lichenification without friction, yet patients with lichen simplex do seem 
to need to scratch more than just in response to irritation, as so often if one 
area is cleared up another appears somewhere else, not always so convenient 
to get at. These people are usually cheerful souls with no apparent anxieties 
or stresses beyond the common run and they seldom complain greatly until 
excessive scratching leads to irritation severe enough to interfere with sleep. 
By this time they are in danger of the process disseminating and of joining the 
ranks of the defeated. 

ANOGENITAL PRURITUS 
Anogenital pruritus and irritation in the external auditory meatus are often 
associated with lichenification or frank eczema. Primary irritation of these 
areas or irritating lesions secondary to local infections are endowed with 
special fears and fancies, too deeply immured in dark primeval feelings to 
stand close scrutiny in the cold light of the consulting room. It is as foolish, 
however, to ignore them as to ignore the timesome modesty shown by the 
lady with itchy ear-holes who completely fails to mention the pruritus 
vulve she has had for so much longer. Cynics may say she was bound to 
convey her monilia elsewhere in time, but good hard scratching below and 
matchsticks, hat pins and daily clean outs in the Ear, Nose and Throat 
Department above, keep the pot boiling very adequately. Far more often 
than elsewhere an ‘orificial’ neurodermatosis has some aspect of the material 
in its complex etiology and far more often than in other types the patient 
has serious fears of organic disease, often so serious as to become per- 
petuating causes, 

TREATMENT 

These people need sleep above all things, and before all else. They need 
rest, mental as well as physical, and they need reassurance. Many need 
discipline and must learn some measure of self-control; all need desperately 
to feel that their doctor understands their afflictions. In addition, give them a 
spot of ointment by all means, and it can help a great deal, but the restoration 
of some measure of human dignity that is achieved by a few nights’ good 
sleep is the first essential in severe cases. It is so much easier then to break 
the other vicious circle of itching and scratching by applying some local 
anti-pruritic. Hydrocortisone is most useful, at any rate to begin with, in a 
lotion to weeping lesions, a cream to actively scaly ones and in ointment form 
to lichenified areas. Later, calamine liniment, zinc cream or zinc paste, 
perhaps with a little tar added, will often do just as well. 

Once their improvement starts it usually proceeds as inevitably as 
previously did their deterioration and often no more than a little simple 
explanation of how things got as bad as they did is necessary. ‘These patients 
are usually quite intelligent and always introspective so tell them the object 
of their treatment. They are usually fastidious and they feel sticky and 
unclean, so let them wash themselves regularly, perhaps adding an ounce or 
two of emulsifying ointment B.P. to the bath water if soap proves irritating. 
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It is always wise at some period during their recovery to assure them that 
their eruption is in no way an expression of any internal disease and to 
compliment them on the purity of their blood. 

If rest in bed, large doses of barbiturates and the most soothing applica- 
tions fail, removal to hospital with its attendant sense of isolation, security 
and irresponsibility usually succeeds. I believe that only in the few cases 
in which this also fails or proves impossible should steroids be given 
systemically and then only with the full realization by the patient and doctor 
alike that they are cheating and must pay the consequence of close attendance 
on one another for many months to come. 

Recovery is best judged by how the patient sleeps. Often a curious 
tendency to wake and itch violently at the same time every night persists 
after all is quiet by day, so some continued sedation at night is needed. 
Small doses of phenobarbitone or, better, methylphenobarbitone, by day 
undoubtedly helps at all stages and in my opinion gives better insulation 
against the discomforts of the underworld that these people experience than 
any of the ‘tranquillizers’ yet produced, with the possible exception of 
trifluoperazine. 

AFTERTHOUGHTS 

I am constantly surprised by the frequency with which patients suggest 
that their dermatological aberrations are due to their nerves. Usually they 
are not, but this almost eagerness to blame their inadequacy seems to show 
an unsatisfactory lack of bodily and spiritual pride which we should do all 
we can to combat. Nervous disorders must only be diagnosed after exclusion 
of physical causes; material factors like secondary infection must be dealt 
with and on no account must an eruption be classed as a neurodermatosis 
without taking a careful history and examining the whole patient. Other 
functional disturbances are often present or have been until the condition 
of the skin took up all the attention. In some Weary Willies these return 
or appear for the first time when the skin clears and I have known a cardiac 
neurosis induced in a lady with an extensive flexural eczema of entirely 
nervous origin by listening anxiously to her heart and then ordering an 
electrocardiogram. Her skin cleared, the submammary pain was far more 
endurable and the social level of her disability was greatly raised. 

Throughout the ages man has thought in terms of bodily reactions and 
reacted bodily to his thoughts, and mind and body are deeply mingled in our 
philosophy. Our training as doctors has largely been directed at separating 
the two and science is always a generation or two ahead of philosophy, 
so we must be careful not to lose the common touch. Do not, however, 
carry the symbolism of disease too far like the playwright whose kindly 
stooge, no longer needed by the ruthless hero to help him up the ladder of 
success, dies in a poignant final scene, not of a broken heart but of a 
coronary thrombosis! 


My thanks are due to Miss H. D. Millman, Clinical Photographer to the South 
Devon and East Cornwall Hospital, for the photographs. 
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ALTHOUGH certain discolorations of the skin are caused in comparatively 
simple ways, pigmentary abnormalities in the strict sense, which are due to 
disturbances of melanin function, constitute some of the most complex as 
well as fascinating problems in medicine. 


ORIGIN AND FUNCTION OF MELANIN 

Melanin, the natural pigment of the skin, acts as a biological filter against 
the damaging effects of actinic light, a role in which it is reinforced by the 
physical barrier of the stratum corneum. A skin possessing poor pigmentary 
properties and an unduly thin horny layer cannot withstand intense sunlight, 
prolonged exposure over the years resulting in toughness, dryness, ugly 
brown blotches, pre-malignant solar keratoses or frank skin cancer. ‘Thus, 
excessive sunbathing for health by fair-skinned persons is a fallacy; and 
on the beaches of Sydney there may be more long-term risk from ultra-violet 
carcinogenesis than immediate danger from the sharks. 

Current knowledge of the cytology of the melanocyte and the biochemical 
basis of sun-tanning has been reviewed by Fitzpatrick and Szabo (1959). 

The melanin-forming cell or melanocyte is a specialized secretory cell which is 
distinctive from all other cell types. It has two or more dendritic processes and in 
its pigmented form contains myriads of light or dark-brown cytoplasmic granules. 
Melanocytes are derived from melanoblasts which arise in the neural crest and 
outer layer of the optic cup and migrate during neonatal life to the skin, mucous 
membrane, hair bulb, central nervous system and eye. In the skin and 
mucous membrane they form a horizontal network at the level of the dermo- 
epidermal junction and are in close integration with the epidermal cells, into which 
they are able to transfer melanin granules. As the epidermal cells move outward 
to become the stratum corneum the melanin granules also are carried along to be 
deposited finally in the horny layer as fine irregular pigmented particles. 

The degree of melanization of the stratum corneum appears to be of more 
importance than its thickness in ultra-violet protection, at any rate in the 
negroid skin (Thomson, 1955), although non-pigmented skin (albino, 
vitiligo) can acquire increased resistance to ultra-violet radiation by graded 
exposures which lead to thickening of the horny layer. 

Szabo (1954) showed that melanocytes are more or less the same in number 

. ¥ 4 2 . 
as well as size and shape in different races, but there is a marked individual 
and regional variation, the face having two to three times as many cells as 
elsewhere. Variations in skin colour between racial groups are related to the 
rate and amount of melanin production by melanocytes rather than to their 
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number; similarly, hyperpigmentation depends upon the functional capacity 
of the melanocytes and not on their proliferation. 

Our understanding of melanogenesis, which, though greatly advanced, is 
far from complete, stems from Bloch’s discovery (1916) that frozen sections 
of fresh human skin, when placed in a solution of dihydroxyphenylalanine 
(‘dopa’), developed blackening of dendritic cells at the epidermo-dermal 
junction. Since then it has been clearly shown that the first stages of melanin 
formation are catalysed by the copper-containing enzyme, tyrosinase, using 
oxygen and the amino-acid, tyrosine, ‘dopa’ being the first demonstrable 
intermediate in the reaction. 

How are melanocytes activated? At the enzyme level melanogenesis can be 
regarded broadly as a reaction of melanocytes to injury, either of themselves 
or surrounding tissue (Lerner and Case, 1959), by agents such as ultra-violet 
light, ionizing radiation, inflammation, or prolonged exposure to high 
temperatures. Post-inflammatory hyperpigmentation follows all kinds of 
cutaneous inflammatory reactions, particularly if the epidermo-dermal 
junction is severely disturbed, as occurs, for instance, in lichen planus, 
lichenoid drug eruptions and lupus erythematosus, and the pigmentation 
may remain very dense for many months after the inflammatory trigger has 
subsided. These various stimuli affect the amount of pigment within the 
cell, but there are also factors operating at a higher level regulating the 
movement and distribution of melanin granules within the cell. When the 
granules are scattered throughout the cytoplasm the cell appears opaque 
and when they are clumped about the nucleus it appears light. 

Lee and Lerner (1956) isolated two melanocyte-stimulating hormones 
(alpha and beta MSH) from hog pituitary glands which darken melanocytes 
in marine animals, and it is now accepted that in man MSH derived from 
the intermediate lobe of the pituitary is a potent physiological darkening 
agent. There are also known lightening agents, including noradrenaline, but 
the most potent is melatonin, recently isolated from the pineal gland of cows 
(Lerner et al., 1958). Finally, it may be necessary to correlate hormonal and 
enzymic activities in the control of pigmentation (Lerner and Case, 1959). 


INHERITED AND DEVELOPMENTAL MELANIN ANOMALIES 
According to Cockayne (1933), the depth of colour of the skin, even in 
Europeans, is due to more than one gene, and there are additional genes in 
the dark races for their increased pigmentation. Darker pigmentation is 
dominant to lighter, and the more genes there are for pigmentation the 
darker will be the skin. In the mongoloid races, Eskimos, and Red Indians, 
there is a yellow pigment differing in chemical constitution from melanin. 
The colour of the hair is due to two pigments—melanin, which is mostly in 
granules, and lipochrome, which is diffused throughout the cortex—and it 
appears that the two kinds of pigment are controlled by two sets of in- 
dependent genes. There seems to be a correlation between dark pigmentation 
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and thick skin, and an even more definite one between dark pigmenta- 
tion of the skin, hair, and iris. Black hair, however, may be associated with a 
very white skin or with blue eyes, suggesting that the genes controlling 
pigmentation in the hair, skin, and iris are independent and that the corre- 
lation is due to linkage, the genes being in the same chromosome. 

Examples of inherited abnormalities of pigment pattern are the rare 
piebalds, in one type of which the intermingling of patches of pigmented and 
unpigmented skin is associated 
with a frontal blaze of white 
hair; and white forelock, which 
is transmitted direct from one 
generation to another by males 
and females alike, no person 
without the white forelock 
transmitting it. 

Canities praematura, which 
appears with a few grey hairs 
in childhood, the hair becoming 
quite grey by about 25, is 
distinct from the greyness that 
develops sooner or later in 
most people, although in this 
inherited factors are also in- 
volved and families vary greatly 
in the age when the hair 
begins to turn grey.  Inci- 
dentally it has been shown that 
premature greyness is not an 
indication of premature decay. 

In albinism pigment is defi- 
cient all over the body but in 
varying degree. Albinos are found in most parts of the world and in most 
races. In the pink-eyed, white-haired European albino there is almost total 
absence of pigment, whilst in those with incomplete albinism the hair 
may acquire a light-brown or reddish hue and the iris become bluish. Severe 
errors of refraction are common in albinos, as well as other inherited 
anomalies, particularly feeblemindedness or imbecility. The pigmentary 
defect in albino skin lies in an absence of the enzyme, tyrosinase. 

Incontinentia pigmenti (Bloch-Sulzberger) is a rare disorder affecting infants 
(females chiefly) at, or within weeks of, birth (fig. 1). An initial stage of 
inflammatory linear bulla and red weals is followed by verrucous-lichenoid 
lesions which leave a most bizarre splatter-like slate-coloured pigmentation. 
Other anomalies are associated, including alopecia and dental and ocular 
malformations. Histologically, there is a shift of melanin downwards into 


Fic. 1.—Incontnentia pigment. 
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the dermal melanophores. An intra-uterine virus infection has been sug- 
gested as the cause, but hereditary factors seem to be implicated, a family 
tree having been reported in which all the five female members for three 
generations had the disorder (Marty et al., 1958). 


FRECKLES 

Ephelides (freckles) are small flat pigmentary spots of serrated outline and a 
yellowish colour. Typical unilateral freckles have been recorded, but their 
usual distribution is symmetrical with a tendency to grouping in areas 
exposed to sunlight, although they occur occasionally on covered parts 
(so-called cold freckles). Freckles are much more common in fair than 
dark skins and are mostly correlated with red hair or red-blond hair. ‘The 
spots become conspicuous in the summer because of the stimulating effect 
of ultra-violet light on the formation of pigment. But freckles do not, as is 
sometimes supposed, disappear completely in the winter: their presence 
can be demonstrated at all times when the skin is examined under ultra- 
violet light filtered through Wood’s glass. 

Ephelides are not congenital but appear in early childhood, usually be- 
tween the sixth and eighth years; they tend to diminish with age. Histological 
examination of an ephelis shows no abnormal changes apart from an excess 
of melanin pigment in localized groups of epidermal cells, mainly of the 
basal layer. 

There is a strong hereditary basis for freckling. 

In 46 pairs of uniovular twins studied by Siemens (1924) both members were 

free in 15 pairs and both freckled in 30 pairs, and the degree of freckling was the 
same in both members of a pair. Only in one pair was one member freckled and 
the other not. 
Siemens observed a strong relationship between freckles and red hair but 
scarcely any between freckles and the colour of the iris. Freckles are not 
rare with black-brown hair; in such cases, however, the individuals may be 
genetically red-haired but have the red pigment masked by excessive 
quantity of melanin (Cockayne, 1933). The direct descent of freckles has 
been noted in many cases: for example, for five generations in one pedigree 
(Meirowsky, 1919). 

In a marriage between a freckled and an unfreckled parent the expectation of 
freckled to unfreckled children appears to be 1:1, and in that between two freckled 
parents it 1s 3:1. 

Cockayne regards freckling as probably due to a single dominant gene which 
is linked with that for red hair, both being in the same chromosome. 

The nature of freckles is in dispute and the literature is confused. 


Darier regarded them as in every way comparable with nevi, despite their not 
being classed as such by the majority of authors. Meirowsky (1942) believes that 
the former distinction between freckles and nzvi is not justified and that freckles 
represent the simplest form of pigmented nevus: the term nevi including all 
diffuse or circumscript anomalies of the skin which are inherited, become visible at 
various times of life, and are composed of elements, such as pigment, blood vessels, 
lymph vessels, non-striated muscles, nerves, glands and hair, which are quite normal 
in themselves but are abnormal in their proportion. 
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Thus, no sharp differentiation is possible between common freckles, nevi 
spili (flat pigmented moles) and lentigo, and from the anatomical point of 
view there is a gradual evolution from the feebly pigmentary freckle to 
nzvus spilus and from that to the most striking hairy, warty and molluscoid 
moles. 
In freckled persons there is an aberration of the pigmentary properties of 
the skin as a whole, so that 
under the influence of sunlight 
only the small freckled areas 
acquire pigment, the interven- 
ing skin responding either with 
a feeble production of pigment 
or with none. Thus, the non- 
freckled areas of skin become 
red and irritable in bright sun- 
light and such persons should 
avoid undue exposure and 
should not as a rule receive 
artificial ultraviolet treatment. 
It should be noted also that 
freckles are aggravated by other 
forms of radiation, such as 
x-rays, and on the whole indi- Fic. 2.—Malignant lentigo. 
cate a generally sensitive skin. 


LENTIGINES 
Even if both ephelides and superficial lentigines are simple nevoid pigment 
hypertrophies, there are well-marked clinical differences between the two. 
Lentigines, which are present in almost everyone, appear much earlier 
in life than do freckles (usually in the second and third years) and are small 
annular or lenticular macules, more deeply pigmented and of more regular 
outline. All are familiar with the isolated flat facial lentigo—the so-called 
beauty spot. Lentigines occur in dark as well as fair skins and the pigment 
is fixed and independent of sunlight, though some intensification may take 
place in the summer. In contrast to freckles, lentigines are discrete and of 
haphazard distribution, occurring on covered parts of the body, such as the 
trunk and genitalia, as well as on exposed areas. The various differences 
between ephelis and lentigo have been enumerated by Brown (1943), who 
studied the incidence of lentigines in children and discusses their possible 
significance, especially in regard to their appearance, sometimes in profusion, 
after infections in early childhood, such as pertussis, common colds, broncho- 
pneumonia, sinusitis and otitis media. He ascribes juvenile superficial 
lentigines to temporary toxic damage to the adrenals with consequent 
disturbance of melanin formation. 
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Histologically, superficial lentigo, like ephelis, consists of a loading of epidermal 
cells in a circumscribed area with melanin pigment, but in deeper lentigines there 
is some thickening of the epidermo-dermal junction with proliferation of the rete 
ridges—also evidence of an inflammatory reaction in the cutis. 


Senile lentigines (‘liver spots’) occur commonly in the elderly on the face, 
neck and dorsum of the hands in association with involutionary changes in 
the skin. 

Malignant lentigo (fig. 2), which was described by Hutchinson under the 
name infective melanotic freckles and later by Dubreuilh as melanose circon- 
scrite precancereuse, usually occurs on the face and at first resembles an 
ordinary flat, very dark lentigo. But instead of the hyperpigmentation 
remaining localized and stationary it extends peripherally, and satellite foci 
of pigmentation appear in the adjacent skin. Eventually the lesion becomes 
proliferative, vegetative and vascular, constituting a pigmented carcinoma 
which metastasizes by lymphatic spread to the regional lymph nodes or 
via the blood stream to distant organs. 

Malignant lentigo requires early and wide surgical excision with minimum 
manipulation of the tumour; removal with the line of excision close to the 
edge of the lesion is inadequate and dangerous. Neither this nor any other 
flat or slightly raised smooth pigmented mole should be treated with acids, 
carbon dioxide snow, or electro-desiccation. The important subject of 
pigmented nzvi in relation to malignant melanoma is beyond the scope 
of this review. The clinical differentiation of pigmented skin lesions can be 
extremely difficult; when the slightest doubt exists an excision-biopsy must 
be done. The vast majority of pigmented moles remain benign, only one 
in many millions eventually undergoing malignant change. Many malignant 
melanomas, however, arise at sites clinically free of existing nzvi. 

Café-au-lait spots are the same as freckles microscopically but are larger 
and more variably shaped, are only few in number and appear on any part 
of the body. They are almost invariably present in von Recklinghausen’s 
disease, generally on the trunk; and it has been estimated that when three 
or more of these spots are present the likelihood of associated neuro- 
fibromatosis becomes very high, since only 0.2 per cent. of normal persons 
have this number. 


ENDOCRINE AND METABOLIC MELANOSES 
The pigmentation of Addison’s disease, which varies from bronze to very 
dark and is usually generalized, with accentuation on the axilla, nipples, 
genital area, lips and gums, provides the outstanding example of melanosis 
based on endocrine disturbance. 


The probable mechanism is an increased release of melanocyte-stimulating hor- 
mone (MSH) from the pituitary gland consequent upon adrenocortical hypofunc- 
tion and decreased production of hydrocortisone, which is the normal inhibitor of 
pituitary MSH. 

The Addisonian type of pigmentation observed in some cases of acromegaly 
and chronic hyperthyroidism may also be due to increased MSH release. 
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Melanosis occurring in pregnancy, when there is darkening of the nipples, 
genitalia, and linea alba, combined sometimes with blotchy pigmentation of 
the face (chloasma), has been ascribed to increased quantities of MSH, 
also of progesterone which apparently has a direct MSH-like effect on 
melanocytes (Lerner et al., 1953). 

Diffuse pigmentation is a feature in chronic debilitating diseases and severe 
cachectic states (starvation, 
malignant disease), and may be 
due, at any rate partially, to 
increased MSH. 

The localized hyperpigmen- 
tations that appear sometimes 
in patients receiving cortico- 
trophin therapy, but not in 
those having cortisone, would 
seem to be caused by the 
presence of small amounts of 
MSH in the corticotrophin. 

The hypopigmentation of 
phenylpyruvic oligophrenia ex- 
emplifies pigment change due 
to enzyme factors. In this 
affection there is an inherited 
metabolic error resulting in 
high blood levels of phenyl- 
alanine, which acts as a com- 
petitive inhibitor of tyrosinase. 

The colour of the skin and hair : 

can be restored to some extent 4 & 
by eliminating phenylalanine . 3.—Acanthosis nigricans. 
from the diet. 


THE SKIN AS A MIRROR 
Acanthosis nigricans and the Peutz-Feghers syndrome are rare diseases but 
they both illustrate most strikingly how cutaneous manifestations can lead 
to the diagnosis of internal disease. When it occurs in adults acanthosis 
nigricans is associated in about 50 per cent. of the cases with internal cancer, 
especially of the lungs, breasts, and abdominal viscera. The characteristic 
skin changes consist of brown to black pigmentation which is symmetrically 
distributed, with emphasis on the neck, genitalia, and large body folds, 
combined with rugosities (fig. 3) and papilliform vegetations. There is also 
a benign type of acanthosis nigricans presenting identical skin lesions 
which starts in early childhood and after a time remains stationary or may 
regress spontaneously. This seems to be distinct from the malignant variety 
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and may be genetically determined, although Rothman (1954) has reported 
a case of the juvenile form in which post-mortem examination revealed 
basophilism of the pituitary. 

In Peutz-Jeghers syndrome, which seems to be inherited as a simple 
mendelian dominant, a distinctive dark spotty pigmentation occurs on the 
lips and buccal mucosa (fig. 4), also on the fingers and toes in some cases, 

in conjunction with intestinal 
polyposis, chiefly of the small 
bowel. The polypi may cause 
bleeding, diarrhoea, ileus or 
intussusception, and can under- 
go malignant change. Since the 
polypi are difficult to appraise 
clinically and radiologically the 
skin lesions are of great diag- 
nostic value. 


PHOTOSENSITIVITY 
MELANODERMAS 
The biochemical basis of sun- 
tanning has not been clearly 
established, but after sunlight 
or exposure to ultra-violet tyro- 
sinase activity in epidermal 
melanocytes increases greatly. 
The pigment response is be- 
~~ ae lieved to be of three types: 
Le melanin darkening, which takes 
place within a few minutes of 
exposure; melanin migration, 
which occurs several days after exposure, when the melanocytes are observed 
to be ‘dendritic’; and melanin formation, due to increased melanogenesis, 
which begins after two days, reaches a maximum in nineteen days and 
ceases after one month: the skin does not return to its initial melanin 
content until about nine months later. 

The effects of sunlight are greatly potentiated by contact before or during 
exposure (especially if rubbing or friction is involved) with photosensitizing 
agents, among which are dyes (eosin, methyl violet, acridine), hydrocarbons 
in tar products, and the natural juices of certain species of fruit and plant 
(parsnips, figs, milfoil grass, ammi majus Linn). Photosensitization reactions 
often begin with bulla on contact sites, which subside leaving dense and 
very persistent pigmentation; but the degree of inflammatory response 
depends largely upon the natural colouring of the individual, photo- 
sensitization dermatitis being more pronounced in blonds and melanosis in 


Fic. 4.—Peutz-Jeghers syndrome. 
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brunettes. Klaber (1942), in an able study, proposed the generic term 
phyto-photo-dermatitis to cover every variant of this phenomenon. The 
photosensitizing properties of plants depend upon their content of furo- 
coumarin compounds, the most notable of which are the psoralens; these 
substances have been studied extensively in recent years and more than two 
dozen furocoumarins have been isolated from natural sources. 

The first psoralen, ber- 
gapten (5-methoxypsoralen), ee Re? 
was isolated more than a ; 
hundred years ago from oil of 
bergamot, which is used exten- 
sively in the perfume industry. 

This is the photosensitizing 

agent largely responsible for 

berloque dermatitis, which occurs 

mostly on the face or neck after 

dabbing or spraying on scent 

or eau de cologne with sub- 

sequent exposure to sunlight. 

The pigmentation is often 

hanging-drop-shaped or in a 

band, exactly where the liquid 

has run over the skin (fig. 5). 

Oil of lemon or lavender can 

cause similar lesions; and 

densely pigmented patches 

have been observed round the 

mouth in a child who sucked [|] ae 
oranges repeatedly while on a Fic. 5.—Berloque dermatitis. 
summer holiday (Cronin, 1960). 

Likewise, face massage or friction with perfumed creams and lotions can in 
time cause pigmentation, a feature of which is the wavy edge corresponding 
with the finger movements (fig. 6). Melanodermatitis can also be occupa- 
tional: as among workmen handling tar from creosoting fences in bright 
sunny weather. 

Examples of photosensitizers acting from within are sulphanilamide, the 
psoralens, and porphyrins. In porphyria cutanea tarda, which occurs in 
youngish persons and is transmitted as a Mendelian dominant trait, there 
is increased excretion of porphyrins in the urine and faces; as well as the 
skin lesions (pigmentation and blisters on exposed parts), episodes of 
abdominal pain occur, also neuropsychiatric manifestations. Porphyria is 
very prevalent in South Africa, and among Bantus the abnormal sensitivity 
to light is almost the only symptom. The cause in many of these cases may 
be liver damage from adulterated alcoholic drinks, for there is inconclusive 
evidence of a hereditary factor. 
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Apart from its trial in the treatment of vitiligo, which will be referred to 
later, methoxsalen given orally, at an average daily dose of 20 mg., has been 
found effective in the promotion of sun-tanning and may prove useful in 
preventing sunburn in those who are light sensitive. 


VITILIGO 
Vitiligo (fig. 7) is an 
intensely _ interesting 
condition. What 
causes melanin func- 
tion to fail symmetri- 
cally, segmentally, or 
in some cases univer- 
sally? There is some- 
times confusion in 
terminology: by vitiligo 
is meant the acquired 
idiopathic depigmen- 
tary disease, which 
usually is progressive; 
whereas leucoderma is 
a more general term 
signifying any form 
of depigmentation or 
hypopigmentation, as 
in albinism, syphilis 
and leprosy, and 
vitiligo itself. 

In leucoderma ac- 
guisitum _—_centrifugum 
(Sutton) a depigmented 
halo surrounds a small pigmented cellular nevus (fig. 8), which itself loses 
its pigment in time and ultimately involutes. Perihalo naevus may constitute 
the initial lesion in ordinary vitiligo, or the rest of the skin may remain 
unaffected. 

There is an admirable recent review of vitiligo by Lerner (1959) based on 
200 cases. Vitiligo is a common disease (the incidence is about 1 per cent. 
in the United States), harmless but disfiguring, which first appears before 
the age of twenty in 50 per cent. of cases. It is often inherited, probably as 
a dominant trait. Initial involvement usually is on exposed parts. The 
incidence of vitiligo is increased in hyperthyroidism, pernicious anemia and 
Addison’s disease and it may be linked in the same person with alopecia 
areata. Depigmented areas are often confined to the skin regions supplied 
by a nerve segment. The only consistent abnormal finding by Lerner was 


Fic. 6.—Pigmentation from perfumed ‘after-shave’ lotion 
combined with strong sunlight in Jamaica. 
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increased sweating in the affected areas compared with the normal-appearing 
skin. A stress reaction (emotional upset, accident, operation) preceding onset 
seemed significant. Some degree of repigmentation occurred at some time 
in 44 per cent. of the group. The behaviour of hair in vitiligo is interesting 
and is not what one might expect. Some patients with only limited vitiligo 
may have a lot of grey scalp 
hair, yet many with total vitiligo 
have little greying of hair. 

Lerner (1959) suggests that 
vitiligo results from increased out- 
put at peripheral nerve-endings in 
the skin of an agent like melatonin 
that lightens the colour of pigment 


cells and decreases new melanin 
formation. 


The diagnosis of vitiligo is 
not generally difficult but other 
depigmentary conditions some- 
times require exclusion, espe- 
cially when the white patches 
are localized or segmentally 
arranged. The striking feature’ 
in vitiligo is the hyperpigmented 
border, which is very obvious 
when the surrounding skin is 
being exposed to natural sun- 
light or in dark-skinned 
persons; otherwise the contrast 
can be established by examina- 
tion under Wood’s light. 
Patches of eczema or psoriasis 
which are resolving do not tan 
in the summer as does the rest . 
of the skin, nor do areas affected - 
by tinea versicolor. Pseudo- Fic. 7.—Vitihgo. 
leucodermas of this kind are 
transient and seem to be due simply to the sun-screening effect of the 
thickened epithelium and surface scales. Leucoderma can be caused by 
contact with rubber articles, for example on the hands from heavy rubber 
gauntlet gloves worn in certain trades; also on the axille from rubber 
dress-shields and the thighs from rubber garters. The chemical causing 
the depigmentation is monobenzyl ether of hydroquinone, which is added 
to the rubber as an antioxidant; it has an inhibitory effect on tyrosinase, 
thus preventing the formation of melanin. A cream containing this chemical 
has been tried therapeutically for freckles, facial chloasma and other 
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hyperpigmentations, but it is a hazardous remedy liable to cause severe 
contact dermatitis which leaves a leucomelanoderma uglier than the 
original pigmentation. 

The treatment of vitiligo remains unsatisfactory, for unfortunately 
psoralens have not proved reliable. Of the compounds tried, methoxsalen 
is the most effective. It can be painted on as a 1 per cent. solution before 
exposure to graduated doses of sunlight or sunlamp, or about 20 mg. can 
be given orally every day two hours before 
exposure. When repigmentation occurs it is 
usually in the form of perifollicular ephelis-like 
lesions or a filling in of pigment from the 
periphery. Medication must be continued 
indefinitely to maintain repigmentation. ‘The 
drawbacks have been summarized by London 
(1959): (a) severe toxic symptoms (nausea and 
vomiting, nervousness, blistering and 
dermatitis), (b) slowness of repigmentation, (c) the prolonged treatment 
that is necessary, and (d) the bizarre accentuation of the vitiligo because 
of surrounding hyperpigmentation. 


Fic. 8.—Perihalo nevus. 


TOXIC MELANOSES 
Inorganic arsenic, which was administered a great deal in the past (chiefly 
as Fowler’s solution) for psoriasis and other skin diseases, and also in 
bromide mixtures, is liable to produce in time a distinctive ‘rain-drop’ 
discoloration in which small hypopigmented spots are scattered through 
areas of hyperpigmentation (fig. 9). Far more sinister late sequela, however, 
with which dermatologists are only too familiar, are the development of pre- 
malignant warty keratoses on the palms and soles combined often with 
various forms of cancer of the skin or viscera. The very real risk of these 
delayed calamitous effects prohibits arsenical medication, particularly since 
the drug is curative of nothing. Arsenic deranges melanin function by 
inactivating sulphydryl groups, thus freeing tyrosinase from their inhibiting 
action. 

Bleaching of the eyebrows and scalp hair is not uncommon during 
chloroquine treatment of lupus erythematosus and rheumatoid arthritis. This 
interesting phenomenon is confined to blond subjects and is reversible when 
the drug is withdrawn. The mechanism is not clear but chloroquine is 
thought to block the metabolic pathway leading to yellow-red pigment 
formation in the hair. 


METALLIC PIGMENTATION 
Argyria consists of a generalized, or, rarely, localized, slate-coloured pig- 
mentation due to deposition of silver granules in the dermis and sweat 
glands. A faint bluish-grey staining is observed first on the face, conjunc- 
tive, hands, and finger-nails. It is generally the result of treatment with 
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silver compounds (silver nitrate; ‘argyrol’ nose-drops), but may be occupa- 
tional (silversmiths), the silver being absorbed through the gastro-intestinal 
tract. Evidently there is a factor of personal idiosyncrasy, since all who are 
exposed do not develop argyria. The presence of silver in the skin does not 
cause any special pathological changes. 
During bismuth therapy, as well as metallic particles being deposited in the 
gums (bismuth line), a general- 
ized pigmentation can occur 
that resembles argyria. 
Deposition of particles of 
gold during treatment produces 
a lilac pigmentation (chrysiasis) 
which, since gold is a photo- 
sensitizer, is accentuated in 
areas exposed to light. 
Local hemosiderin pigmenta- 
tion is no mystery. Obviously 
leakage of blood into the skin 
for any reason (contusions, 
purpura, saphenous vein in- 
competency) leads to deposition 
of iron pigment, which leaves 
for a time yellowish-brown 
stains. In idiopathic hemo- 
chromatosis, which is character- 
ized by bronze or ochre pig- 
mentation, diabetes mellitus, 
liver disease, and heart failure, ' z 
widespread hemosiderin depo- FIG. 9.—Arsenical pigmentation. 
sition occurs throughout the 
tissues as a result of uncontrolled absorption of iron. In many cases there 
is also increased melanin formation, possibly due to adrenal dysfunction. In 
all metallic pigmentations there may be stimulation of melanin production, 
which can mask the colour of the metal concerned. 


CAROTINOID PIGMENTATION 
No special biochemical mechanism is responsible for the canary-orange 
staining of the skin in carotinemia, which is most pronounced on the palms, 
soles, naso-labial folds, axilla and groins. There is an increase of lipochromes 
in the blood from excessive ingestion of carrots, oranges, and other sources 
of dietary pigment. The disorder occurs chiefly in children and disappears 
when the diet is corrected. Carotinemia has also been noted in diabetes 
mellitus, and accounts for the yellow colour of the skin in myxedema. 
Icterus is sometimes confused with carotinoid pigmentation, but in the 
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former the bile pigments produce a greenish coloration and itching is a 
distressing feature, which is absent in carotinemia, as is staining of the 
conjunctive. 


Figures 1, 2, 3, 4, 5, and 7 are reproduced by permission of the Institute of 
Dermatology. 
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CONGENITAL AFFECTIONS OF 
THE SKIN 


By BETHEL SOLOMONS, M.D., F.R.C.P.I. 


Dermatologist, Herts. and Essex General Hospital, Hertford County 
Hospital, and Chelmsford and Essex General Hospital 


CONGENITAL diseases can exist at or before birth. They may or may not be 
inherited, and not all inherited disorders are congenital. Fortunately the 
great majority of congenital skin affections are rare, and many of them are 
only collector’s pieces; the minority are common, and this article will be 
mainly restricted to them. 

For a description of the factors responsible for the appearance of con- 
genital affections, the works of Penrose, Sorsby, Willis and others should 
be consulted. There is little doubt, however, of the importance of both 
genetic and environmental influences. Although it is difficult in most cases 
to assess this, it is evident that, with a few exceptions, both influences may 
be responsible for the abnormalities. Unlike the majority of disorders with 
which dermatologists have to deal, the question of treatment of congenital 
affections is overshadowed by an aura of gloom. Some few can be improved, 
but generally hope must be held out that the passage of time will be 
accompanied by adaptation of the individual to his disease. 


CLASSIFICATION 
The problem of classification is difficult, for the clinician prefers the use of 
terms which describe the tissue affected by the disease, and the geneticist 
requires his own special terminology, dependent upon the transmitting 
factors of the disease. Congenital skin diseases, as might be expected, are 
derived from two of the three great layers of cells, the ectoderm and the 
mesoderm, and may be tabulated as in table I. 

Congenital disease may also be grouped according to the mode of in- 
heritance, of which there are three principal patterns: what is genetically 
called the dominant but commonly hereditary; the recessive, or familial; 
and the sex-linked recessive (X chromosome). Clinical examples of the 
first type are: tylosis palmaris et plantaris, epidermolysis bullosa dystrophica, 
congenital anhidrotic ectodermal defect, white forelock, pachyonychia con- 
genita, and encephalotrigeminal angiomatosis. Examples of the second type 
are: ichthyosis congenita and its variants, epidermolysis bullosa dystrophica, 
albinism, porphyria, and congenital anhidrotic ectodermal defect. Examples 
of the third type are: congenital anhidrotic ectodermal defect, incomplete 
albinism, congenital alopecia, and variants of epidermolysis bullosa 
dystrophica. 

It will be noted that some diseases fall into more than one group, display- 
ing the usual intransigencies of genes. And it is perfectly possible to identify, 
May 1960. Vol. 184 (596) 
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for example, by the clinical variation of symptoms, the mode of genetic 
transmission in a stated case of epidermolysis bullosa dystrophica. It should 
also be noted that there are variations of these types of inheritance mentioned, 
such as irregular dominants, double dominants, recessive abnormalities, 
and others. The mutant gene should also be noted. These produce harmful 
effects: the disease either kills the affected person in early life or, in some 





Ecto- and meso-dermal 


Ectodermal disorders Mesodermal disorders dincgiuns 





Epidermolysis bullosa 
simplex 

Ichthyosis congenita Epidermolysis bullosa 

Congenital ichthyosiform dystrophica 
erythroderma Congenital lymphaedema Neurofibromatosis 

Tylosis palmaris et Acanthosis nigricans 
plantaris (juvenile type) 

Urticaria pigmentosa 

Alopecia congenita Nevus flammeus 

White forelock Simple hemangioma 

Albinism Cavernous hemangioma 

Pachyonychia congenita Blue nevus 

Congenital absence of 
nails 

Congenital anhidrotic 
ectodermal defect 

Porphyria 











TaBs_e I.—Classification of congenital skin diseases. 


more fortunate cases, the effects become attenuated so that life can be 
precariously enjoyed. Isolated cases of neurofibromatosis are believed to be 


the result of mutations. 
There are, of course, other facets on the crystal of genetics, which concern 
congenital skin diseases, but which cannot be dealt with here. 


CONGENITAL ICHTHYOSIS 
This condition appears to be related genetically as an ectodermal defect to 
other forms of ichthyosis, the commonest being the well-recognized ich- 
thyosis vulgaris, which generally appears in the first four years of life. 
Fortunately, congenital ichthyosis is rare, varying from the harlequin foetus 
to milder degrees of ichthyosis. 

A harlequin fcetus is a pitiable sight, encased in a suit of armour of bone- 
dry scales, pierced with deep fissures, rendering feeding difficult, and 
breathing ultimately impossible. So tightly is the skin drawn, that ectropion 
is present, the ears are deformed, the mouth puckered, and the feet and 
hands contorted into incongruous positions. Most babies die at or soon after 
birth, and some have proved to be non-viable, as a result of deformities 
(D’Oelsnitz et al., 1952). 

In milder degrees of congenital ichthyosis, when life is possible, the skin 
is generally rough and scaly but, unlike the harlequin fetus, largely sparing 
the axillary, antecubital, and popliteal surfaces. The scale is fixed to the 
skin by its central part, and free at the edges, and both the scales and the 
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reduction in sweating lead the mothers to complain of their babies’ dry 
skin. The hair, too, is dry, lacks lustre, grows thinly, and falls. 

Until lately treatment has been unsuccessful, but Hanssler (1957) has 
reported one case of harlequin fetus which recovered completely with 
cortisone. 

This was a boy who had all the typical features when seen two days after birth. 
He was completely normal after 11 weeks’ treatment, and was still normal when 
seen again aged 11 months. 

For milder cases of congenital ichthyosis, much can be done. Patients 
should be protected from the cold, and should seek the sun whenever 
possible. Exposure to artificial 
ultra-violet rays is also bene- 
ficial. Patients must always use 
lubricant creams or lotions; a 
satisfactory one consists of three 
parts of olive oil to one part of 
glycerin. Their effect is en- 
hanced if applied after a hot 
bath in soft water. For washing, 
superfatted soaps should be 
used. Vitamin A is given as a 
routine by some dermatolo- 
gists. It may be given in doses 
of 60,000 units a day to adults, 
and proportionately less to 
younger people, being with- 
drawn every two months for 
one month, not forgetting that 
with long-continued adminis- 
tration it may produce toxic 
effects, with a clinical picture 
resembling myxcedema (Sulz- 


berger and Lazar, 1951), or 
; ances . : ‘=~ Fic. 1.—Case of congenital ichthyosiform ery- 
disturbances of clotting wane throderma (Brocq) in a man, aged 56. The 
and platelet counts (Creek et al., nails are normal. The hair and teeth have 
c “tamin / ficiency is been lost. Ectropion as long as he can remem- 
1958). Vitamin A deficiency ” ber. His mother had 11 children, eight of 
not often found by biochemical whom died before the age of 14 years. 


investigation, and yet it appears 
to help many patients. Thyroid does not improve ichthyosis. 


CONGENITAL ICHTHYOSIFORM ERYTHRODERMA 
This condition (fig. 1) was first differentiated clinically from congenital 
ichthyosis by Brocg (1902) The baby’s skin is a shiny florid red, involving 
all areas including the flexures, which are not involved in ichthyosis. The 
erythroderma and keratoses vary, and as adult life is reached, the redness 
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becomes far less noticeable, or even disappears, and the ichthyotic element 
improves. Other features vary: for example, the hair may be excessive, 
normal or sparse, and hyperidrosis of the flexures, palms, and soles may be 
evident. Flaccid bulle are a feature of some cases, emptying frequently, 
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Fic. 2.—Family tree showing dominant transmission in the case of tylosis palmaris et 
plantaris alluded to in figure 3 


and most prone to appear in winter months. They heal rapidly without a 
scar. Nails may be absent. 

Treatment consists of anti-pruritic and anti-inflammatory applications. 
Mason (1952) improved one case by hypnosis, but contemporary reaction 
has been sceptical. As already pointed out, the condition tends to improve 
no matter what treatment is administered. 


TYLOSIS PALMARIS ET PLANTARIS 
This condition is characterized by symmetrical thickening of the soles and 
palms. It may be present at birth or its appearance may be delayed for a 
few years. Apart from being congenital it is often hereditary (fig. 2). The 
condition is common, and Swan (1956) was able to compute the incidence 
in Northern Ireland at 1 :40,000. 

Like all congenital keratoses, the symptoms vary in degree from one 
case to another. In some cases the involvement of the palms is minimal; 
the thickening of the soles is usually more remarkable than that of ‘the 
palms, for the weight-bearing areas are those most affected. So much so, 
that deep fissures commonly occur on the heels, to the extent that some 
patients find great difficulty in walking with comfort, and notice this 
especially on rising in the morning. That is not to say that the hands are 
not similarly handicapped, and Anderson (1951) described a man who was 
unable to turn a door-handle. The surface markings of the areas are 
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exaggerated (fig. 3), because of the tightness of the surrounding skin, and 
where the keratotic skin meets normal skin, the junction is abrupt, and red. 
The nails are commonly deformed, and hyperidrosis is often present. 
Some cases also show a variation in the form of keratosis, the lesions being 
discrete and punctate like corns, or arranged in streaks. Bullous lesions, as 
in Brocq’s disease, have 
also been described. 
Many other anoma- 
lies of the skin may be 
associated with tylosis 
(fig. 4), and Touraine 
(1954) collected an in- 
teresting harvest of 
them (too numerous to 
mention here), but does 
little to clarify their 
relationships. Another 
feature of some cases 
of tylosis is its occa- 
sional association with 
cancer of thecesophagus 
(Fraser Roberts, 1959). 
Treatment is dis- 
appointing, and the 
prognosis is poor. Pres- 
sure on the affected 
areas should be avoid- 
ed, and manual labour 
prohibited. Dencer Fic. 3.—Case of tylosis palmaris et plantaris showing 
(1953) and Pupo and hyperkeratosis and fissuring of the palms in a man, 
Farino (1953) had satis- aged 25, w hose inheritance is plotted in the family 
tree shown in figure 2. 
factory results from 
operations by grafting. From the general point of view, treatment should 
be similar to that used for other forms of ichthyosis. 





— ae - 7 ae — ” 


HEMANGIOMAS 
These may be macular or slightly raised or hypertrophic lesions. They 
vary in size from a millimetre to several inches, appearing anywhere on the 
skin, mucous membranes, or deeper tissues, being single, several, or many 
in number. 

Nevus flammeus.—This macular hemangioma is also known as a port- 
wine stain. It is formed by a diffuse telangiectasia of mature blood vessels in 
the dermis, and the gross disfigurement which these red or purplish, 
irregular flat patches cause is a common sight. Rarely, this condition may 
be associated with other anomalies. A port-wine stain in the distribution of 
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the first two branches of the trigeminal nerve, or the mandibular nerve, in 
combination with angiomas of the choroid and pia mater of the same side 
results in mental deficiency, convulsions, paralyses and visual disturbances, 
and is known as the Sturge-Kalischer-Weber syndrome (encephalo- 
trigeminal angiomatosis); and other complicated syndromes exist. 

In 1957, I described two cases of port-wine stain associated with cardiac com- 


plications; one case with dextrocardia, complete heart block, patent interventricular 
septal defect, and transposition of the viscera, and the other with a patent septal defect. 


The lesson to be learnt from 
these syndromes is_ that 
where one congenital lesion 
exists, it is not unusual to 
find others. 

Treatment of a port-wine 
stain is principally aimed at 
hiding it with a comestic 
cream, if it is on an 
exposed area. This is best 
done by a beauty expert, 
who can blend the colour 
to harmonize with the sur- 
rounding skin. This should 

as be done as soon as the child 

.— Case of congenital polykeratosis is conscious of the lesion, as 

Snaeeoeetaiieeh: “The gusta fad tan PDR, Sang 

bedridden for twenty-five years. In March which can result from the 

1956, excision and grafting of the palms and jibes and taunts of others 
soles were carried out, and he can now walk . = - 

for the first time in his life. is immeasurable. Thorium 

X paint is not satisfactory, 

and tattooing of facial lesions, with colour pigments, even in the hands of 

Bernard (1958), did not completely obliterate the lesions. 

Cavernous hemangioma.—The cavernous hemangioma, or strawberry 
mark, is easily recognized. It may be present at birth, although it is more 
usual for it to appear in the first month of life, and less commonly during 
the first year. With very few exceptions it disappears between the ages of 
4 and 10 years. The initial stages of resolution can be identified by a 
reduction im size, and an alteration in colour from a fresh red appearance 
to a cyanotic stippling. The lesion becomes progressively paler and flatter, 
until it is either no longer detectable, or is a pale patch with a faint pink 
rim. Occasional cases are left with slight wrinkling of the affected area. 
Generalizations on the rate of resolution are difficult to make. There does 
not seem to be any relationship between resolution, and the time of appear- 
ance of the nzvus, its situation, its rate of growth, or ulceration, when that 
occurs. 

The protagonists of conservative treatment far outnumber those in favour 
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of active treatment. It is understandably difficult for many parents to 
believe that their child’s lesion will resolve spontaneously within a few years, 
and with a better cosmetic effect than surgical or other methods could 
achieve. The report by Lister (1938) was the first to demonstrate that this 
was so, since when many dermatologists have confirmed it—most recently, 
Simpson (1959). In 

his series, the lesions 

of more than half 

the cases had dis- 

appeared in five 

years and, whilst 

cosmetic improve- 

ment occurred pro- 

gressively, in the 

others, any residual 

telangiectasia was 

dealt with easily by 

electrolysis or cau- 

tery, and puckering 

or atrophy by plastic 

surgery. Treatment 

is only indicated 

when the lesion in- 

terferes with sight, 

or sucking. The cos- 

metic result, how- 

ever, is less satis- 

factory than if no 

treatment were 

given; this also 

applies to the un- Fic. 5.—Case of epidermolysis bullosa dystrophica in a girl, 
complicated cases, ened 13. 

and has been the 

experience of Simpson (1959), Sneddon (1960), Pillsbury and his colleagues 
(1956), and others. 

Active treatment takes the form of excision, the application of carbon- 
dioxide snow, or x-rays. All these forms of treatment leave a scar, about 
which it is essential to forewarn the parents. Conservatism is the treatment 
of choice, and a careful explanation to the parents will convince them of its 
justification. 


EPIDERMOLYSIS BULLOSA 
This condition is produced as a result of poor adherence of the dermis to the 
epidermis, and is characterized by vesicles or bullz, usually at points of 
trauma. There are two main types; simple and dystrophic. 
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The simple variety may be seen at birth, but is commonly more apparent 
when crawling begins, when the skin of the hands, knees, and feet rubs off, 
leaving a tender red surface. Nikolsky’s sign is usually positive: that is, 
being able to separate the epidermis from the dermis by pinching or rubbing 
the skin. Later in life, 
the monolocular vesi- 
cles which form, com- 
monly with a sensation 
of itching or burning, 
may leave pale patches 
of pigmentation, but 
no scarring or hamorr- 
hage occurs. Patients 
soon learn to protect 
sites, common to bullz, 
thus lessening their dis- 
comfort. Indeed, pro- 
phylaxis against injury 
and friction is the most 
satisfactory form of 
therapy. 

The dystrophic var- 
iety is present at birth, 
or soon afterwards 
(fig. 5). There is a 
dominant and a reces- 
sive form. The domi- 
nant form produces 
symptoms mid-way 
between the simple 
and recessive dystro- 
phic forms. ‘The 
recessive form, apart from being often lethal, is always mutilating. 
The lesions are vesicular and bullous, appearing as a result of trauma but, 
unlike the simple form, are hemorrhagic, and heal with scarring and hyper- 
or hypo-pigmentation. The nails may fall off and regrow, or become 
atrophic. Claw-hand may develop, the fingers become stuck together, their 
definition lost, and they appear clothed in a useless mitten of epidermis. The 
mucous membranes are attacked, ulceration occurs, the tongue may become 
partly fixed so that dysphonia is present, the mouth becomes increasingly 
difficult to open, and the facial impression is that of a puppet. Growth is 
retarded as a result of shedding of massive sheets of epidermis so that 
dwarfism is present, and other complications may occur. In children the 
diagnosis is made from bullous impetigo, juvenile dermatitis herpetiformis, 
porphyria, acrodermatitis enteropathica and incontinentia pigmenti, by the 


Fic. 6.—Case of neurofibromatosis in a girl, aged 24. No 
other physical signs were found. 
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congenital character of the disease, and the site of the lesions. Trauma must 
be avoided. Cortisone has been beneficial in a few cases. 


NEUROFIBROMATOSIS 

The dermatological features of this interesting disease, are café-au-lait 
patches which may be seen at birth (or later), and soft or firm, fleshy, fruit- 
like masses, hanging or fixed on the skin, appearing in infancy, more 
commonly at puberty, or in adult life (fig. 6). Tumours of the nerves form 
the usual triad of signs, yet sometimes only one of the triad may be present. 
It is generally a benign disease. Sarcoma can occur, and metastasis is slow. 
Except for these lesions, and painful tumours, no treatment is necessary. 


CONCLUSIONS 

The essential nature of genes, and the full effects of environmental influences 
in congenital conditions, have not yet been ascertained. But by accurate 
recording of family trees, antenatal records, and laboratory research, 
perhaps the present confused classification of congenital skin diseases will be 
clarified, and etiological factors brought into sharper focus. This will also 
help towards giving useful advice to patients regarding the prognosis of their 
disease, and the potential risks of reproducing it in their offspring. 


I wish to thank Dr. Geoffrey Hodgson, of the Royal Infirmary, Cardiff, for 
permission to publish figures 1 and 4. 
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CORTICOSTEROIDS IN DERMATOLOGY 
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Dermatologi:t, Royal Free Hospital and Hampstead General Hospital; 
Physician, St. John’s Hospital for Diseases of the Skin 


THE advent and development of antibiotics and corticosteroids since the 
1939-45 War have revolutionized the practice of clinical medicine. Every 
branch of it has felt the impact to some degree, and dermatology is no 
exception. The therapeutic armamentarium available today for combating 
skin diseases is as different from the pre-war pharmacopeeia, as modern 
weapons of war are from their equivalents of the earlier period. We have 
become so dependent upon the advances in drug therapy of the past two 
decades, that it is difficult to imagine clinical practice without them. The 
use of steroids has transformed dermatology perhaps more than any other 
subject, and skin diseases probably absorb more than half the sales of 
corticosteroids from pharmaceutical houses. The reason for this is their 
power to relieve so much of the distress suffered by skin patients. For it 
is important to remember that, in the main, steroids do not cure disease, 
they only suppress it—putting it almost out of sight of the patient, but not 
(we hope) of the physician. Their effect is purely morbidistatic. Steroid 
treated disease has been likened to a subterranean river (Sulzberger, 1953), 
or to an iceberg in the sea, with nine-tenths of its mass under the surface 
(Ereaux, 1953). None the less the benefits from corticosteroids and their 
newer analogues remain enormous, even after a decade of extensive experi- 
ence. The mortality of systemic lupus erythematosus does not appear to 
have been changed, although its morbidity is considerably lessened, and 
patients can continue work for long periods; but in the case of pemphigus 
the death rate has been reduced from almost 100 per cent. to around 25 to 
50 per cent. Some patients even appear to have recovered from pemphigus, 
and it is now believed that certain disease processes, previously considered 
mortal, may be self-limiting, provided that the patient can be protected 
from its effects by steroids and antibiotics for a sufficiently long period. 
Another example of this type is Letterer-Siwe disease. 

A most satisfactory feature of corticosteroids is the virtual absence of 
drug resistance either initially or after prolonged use; in this regard they 
are analogous to digitalis. Apparent resistance by susceptible diseases in 
certain patients is only quantitative and not absolute. 

The skin, because of its accessibility, allows of medication being given 
systemically, topically, or by local injection. 


SYSTEMIC TREATMENT 
In the treatment of cutaneous disorders, the administration of corti- 
costeroids, either orally or by injection, should always be regarded as a 
calculated risk. They should always be used in adequate pharmacological 
May 1960. Vol. 184 (605) 
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(as opposed to physiological replacement) dosage, and the decision must be 
made only after a careful conscious appraisal of the risk. To do this it is 
necessary to know the indications for systemic therapy, and how much one 
may expect to achieve from it, apart from the risks of untoward effects. 
Essentially it entails a weighing up of the hazards against the benefits. As 
experience with these drugs increases year by year, the more deeply one 
ponders over a calculation of the risk before making the decision. 

The precise mode of action of steroids in pharmacological doses is not 
known, but their principal effect on the skin is a depression of connective 
tissue reactivity. Vascularization, fibroblastic proliferation, formation of 
granulation tissue, and the inflammatory exudation of serum and cells are 
all impaired. Lesser effects are follicular hyperkeratinization producing an 
acneiform eruption, diminution of the spreading effect of hyaluronidase, 
some decrease in sebum secretion, and an accentuation of sweat delivery. 
Somewhat unexpectedly, it is found that experimentally produced allergic 
reactions of the immediate (urticarial) and delayed (contact dermatitis, 
tuberculin) types are not obliterated by systemic cortisone, although they 
may be diminished. There is no definite evidence that corticosteroids inter- 
fere with the formation of antibodies, or the effective combination of antigen 
with antibody, although the inflammatory phenomenon consequent upon 
such a union may be inhibited. All these phenomena are readily observed 
in the skin. Patients under adequate steroid ‘suppressive’ therapy will give 
positive reactions to patch tests with contact antigens, and positive scratch 
or intradermal tests with foods and inhalants. Such treated patients can 


develop unmodified primary herpes simplex or herpes zoster, and recover from 
them unaided. These paradoxical findings remain unexplained, but the student 
of medicine has to be as cognisant of what does happen, as of what should 


happen. 


CHOICE OF PREPARATION AND DOSAGE 
A large number and variety of corticosteroids are now available, including 
cortisone, hydrocortisone, fluorohydrocortisone, prednisone, prednisolone, 
methylprednisolone, triamcinolone, and dexamethasone. The list is likely 
to go on increasing. The more important undesirable side-effects of their 
use are: (1) sodium retention and edema, (2) potassium depletion, (3) nitro- 
gen depletion and demineralization of bone, with risk of fractures or 
vertebral collapse, (4) peptic ulceration with perforation or hemorrhage, 
(5) hypertension, (6) diabetes mellitus, (7) major infections such as tuber- 
culosis, septicemia, or internal abscess formation, (8) psychosis, and 
(9) myopathy and wasting. Each steroid may have certain individual advan- 
tages or disadvantages but, in general, prednisolone is the most satisfactory 
for routine use. There is no special advantage in using less of a more potent 
steroid at the same or often greater cost in price (Gold, 1960). Triamcinolone 
is best avoided (except in the case of psoriasis which will be mentioned 
later) because of its weight-loss and myopathic effect, although a positive 
nitrogen balance can be restored by the use of norethandrolone. Minor 
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side-effects, such as moon face, mild glycosuria, and small increases in 
weight, can be disregarded. 

Dosage usually needs to be as high as 100 to 200 mg. of prednisolone a 
day (or the equivalent) in mortal conditions such as pemphigus, whilst the 
effective initial dose in more benign disorders is often 40 to 100 mg. a day 
of the same steroid. Maintenance daily doses vary from 30 mg. down to as 
low as 5 mg. Apart from routine clinical observation, examination of the 
urine for sugar and the recording of blood pressure and weight should be 
carried out daily. Serum sodium and potassium estimations are made 
weekly or fortnightly. It is wise to prescribe an antacid preparation, and a 
supplement of potassium, at least with the higher dosage schedules. Since 
it is possible that the steroids have a direct ulcerogenic action on the gastric 
mucosa, enteric-coated tablets or capsules may prove to be advantageous. 
Prophylactic use of an oral antibiotic or antituberculous drug is not advised 
except in special circumstances. The principal contraindications to systemic 
steroids are heart disease, peptic ulceration, and diabetes mellitus, but none 
of them represents an absolute bar to such therapy; in each individual 
patient all the risks must be carefully calculated. One of the risks is death, 
and this has been as high as 8 per cent. in some series (Nordin, 1960). 


INDICATIONS FOR SYSTEMIC THERAPY 
There are three main groups of patients who may be considered suitable 
for systemic steroid therapy: 

(1) Those whose life is, or may be, in danger: acute systemic lupus 
erythematosus, erythrodermia, pemphigus and pemphigoid, acute drug 
reactions of severe degree, the Stevens-Johnson type of erythema multi- 
forme, and anaphylactoid purpura. 

(2) Those with severe acute dermatoses expected to be of short duration: 
acute lichen planus, contact dermatitis, and drug reactions. 

(3) Those with benign chronic disabling disorders: widespread eczema 
and exfoliative dermatitis, severe alopecia areata, psoriasis, cutaneous 
reticuloses, and sarcoidosis. 

These conditions are only examples, and the division between the groups 
is not precise. There is, in fact, a wide variety of cutaneous maladies in 
which, in individual cases, steroid therapy will be indicated, such as dermato- 
myositis, polyarteritis nodosa, systemic scleroderma, herpes gestationes, and 
some purpuras. In general, systemic steroids should only be given’ to 
patients with the serious disorders (especially if they have systemic mani- 
festations) in hospital, where full pathologist and other services are available. 
Most problem decisions arise with more benign disorders, It is very tempt- 
ing to use short courses (up to a few weeks) of steroids to relieve distress: 
for example, in acute drug eruptions, acute allergic contact dermatitis, or 
acute urticaria. In small dosage (up to 150 mg. of cortisone or the equivalent 
daily) the risks appear to be minimal, but it should be remembered that, 
not infrequently, rapid spontaneous recovery can occur from these conditions 
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without the aid of steroids. The patient’s induced euphoria may attribute 
more credit to the drug than it deserves. At the present time the greatest 
single difficulty is the decision of whether or not to use these drugs over a 
long period in the treatment of widespread eczema—whether of atopic, 
seborrheic, or other pattern. 

The aphorism that ‘skin diseases do not endanger life, but ruin it’ is 
more often true of chronic eczema than anything else. If the decision is 
taken to use systemic steroids, it will mean moderately high initial dosage 
for a few weeks, and maintenance therapy over many months or several 
years, with steadily mounting risks of serious sequela (Cronin and Wells, 
1958; Nordin, 1960) the longer the treatment continues. Such a decision 
should only be made after a period of inpatient observation, and should 
only be carried out under the supervision of a specialist hospital department. 
None the less it is considered a justifiable risk in certain patients (Sneddon, 
1960; Lamont, 1960). Even after such disasters as a perforated peptic ulcer 
or pulmonary tuberculosis have been surmounted, both patient and physi- 
cian may be extremely gratified by the results. Insufficient time, however, 
has yet elapsed for us to see the long-term effects of such therapy. 

The optimal time to initiate steroid therapy varies with different diseases. 
In pemphigus it is wise to procrastinate as long as possible. The same is 
true of systemic lupus erythematosus, unless there is the slightest indication 
of renal involvement. With widespread eczema it is possible that early use 
of the drugs and suppression of the pathological state may make it easier 
for the skin to return to normal keratinization spontaneously. 

A word must be said about psoriasis. Triamcinolone is the only reliably 
effective steroid for this condition and the majority of patients will respond 
to it; but the chances of relapse are high, and occasionally the last state of 
the patient’s eruption is worse than the first. Real indications for its use are 
infrequent (Shelley, et al., 1958). 

Last but not least, every patient receiving systemic steroids should be in 
possession of a ‘steroid card’, of the type issued by the Empire Rheumatism 
Council (Faraday House, 8-10 Charing Cross Road, London, W.C.z2), 
stating the drug and its present dosage. He should be instructed to show this 
card to any doctor he consults for any reason, but especially if an operative 
procedure is contemplated. 


TOPICAL THERAPY 

Cutaneous diseases have the enormous advantage that treatment can be 
readily applied direct to the lesion. It is an illusion, however, to think that 
the effect of therapeutic measures can thereby of necessity be more accu- 
rately appraised. Most of the diseases in which topical steroid therapy is 
used, are dependent upon such ill-defined, unknown, or multifactorial, 
agencies, and the pathological changes are so incapable of mensuration, that 
precise and comparative assessments are virtually impossible. 

Hydrocortisone or its analogues have been applied locally for the treat- 
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ment of virtually every skin condition known, whether it be congenital, 
traumatic, inflammatory, allergic, metabolic, infective, degenerative, or 
neoplastic. But the only processes for which it can be reliably recommended 
are eczema or dermatitis, ano-genital pruritus, and perhaps facial and 
flexural psoriasis. Topical steroids have three very strong points in favour 
of their use: supreme cosmetic acceptability, powerful anti-pruritic qualities, 
and an almost complete absence of both side-effects and drug resistance. 
As a consequence, hydrocortisone may appear to be a panacea for any 
dermatosis, especially if accompanied by itching when no other specific 
medication is known. It allows the practitioner too readily to forget the old 
dictum that diagnosis precedes treatment. The anti-pruritic effect is second 
only to that of anesthetics; its mechanism is uncertain, but must presum- 
ably be related to the reduction of inflammatory changes, in spite of the 
fact that the latter may be minimal or absent in many patients with ano- 
genital pruritus giving a successful response. 

One great difficulty is the lack of a simple and efficient technique for 
estimating the local anti-inflammatory effect of steroids. Wells (1957) used 
the reactive hyperemia following stripping of the stratum corneum with 
Scotch tape; Witkowski and Kligman (1959) did not accept this and pre- 
ferred intradermal injection of the hormone into an area of skin over which 
a folliculitis was produced by the application of croton oil. There is no 
doubt that certain analogues may be up to ten or more times as potent as 
hydrocortisone, but they produce only comparable effects in smaller dosage. 
No advantage is gained while the cost of a less concentrated analogue re- 
mains unchanged. Prednisone, prednisolone, fluorohydrocortisone and tri- 
amcinolone are marketed in addition to hydrocortisone for local use. 
Cortisone and corticotrophin are ineffective topically. It is true that occa- 
sional patients may respond to one preparation such as 0.1 per cent ga- 
fluorohydrocortisone after failing to yield to 1 per cent. hydrocortisone, but 
it is difficult to be certain that other factors than the precise nature of the 
steroid are not responsible. All such experiences must be viewed most 
critically, if not with scepticism. 

It cannot be overemphasized that these drugs are merely suppressive, and 
not curative. On each occasion that a patient using topical steroids returns 
for review, the clinician should consider what is being achieved, and what 
he hopes to achieve; and ask himself whether a repeat of the prescription 
is justified in relation to any or all of its three principal values. 

Steroid ointments, creams and lotions do not smell or stain or soil clothing, 
and can be prescribed in a greasy or vanishing type base as desired. Hence 
they make good acceptable placebos; it is understandable that patients will 
prefer them to many of the alternative dermatological preparations, 
which may be coloured, or messy, or soil their clothing, by grease or by 
leaving a dry powder. Patients will at times be well satisfied by the relief 
of itching alone induced by the steroid application, irrespective of whether 
the morphology of the lesion is altered or not. It is probable that many of 
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the local steroid preparations used today do not adequately suppress the 
eruptions for which they are used, but do help to relieve the distress of 
itching and are cosmetically acceptable without the use of bandages or other 
dressings. Careful objective evaluation of such treatment (Staff of St. John’s 
Hospital, 1957) has shown that it is only really effective in selected skin 
sites with an eczema of limited extent. These areas are the face and eyelids, 
ears, axilla, groins and genitalia, perianal areas, and the elbow flexures. 
Elsewhere the stratum corneum and epidermis are usually too thick to 
achieve more than symptomatic relief. In a series of 682 patients with 
varied types of eczema, only 54 were cleared, 415 were improved, and 195 
received no benefit from local hydrocortisone. 

Clinical experience in dermatology indicates that the vehicle employed 
for topical applications may be as important as, or even more important 
than, the medicaments they contain. Most local steroids are now available 
in lotion, ointment, or cream forms in greasy or non-greasy bases. The 
sound rule is to select the type most suitable for each individual patient’s 
skin and the stage of his eczema, the practitioner being guided by his 
opinion as to which he finds most comfortable for the patient. 


REACTIONS TO TOPICAL THERAPY 
Hypersensitivity reactions are extremely rare, all of them being attributable 
to a constituent of the base; only one example of contact sensitivity to 
hydrocortisone itself has been described. 

As regards other reactions, only two need be considered. The first is the 


occurrence of systemic steroid effects from absorption after repeated and 
extensive local applications. Remarkable as it may seem, after six years’ 
experience, no evidence has appeared to support such a complication. The 
second is increased susceptibility to cutaneous infections with bacteria, 
viruses, or fungi. The evidence on this aspect is less clear, probably because 
of the rise in recent years of mycotic and staphylococcal infections of the 
skin as a whole, especially in hospital-treated patients. Some clinicians en- 
counter a lot of trouble from boils, folliculitis and other infections when 
using local steroids, whilst to others it is a rarity. No adequate study has 
been made with appropriate controls and criteria for assessing infection. 
The point remains unproven. 


COMBINED TOPICAL THERAPY 

In spite of this lack of proof, combinations of steroids with antibiotics have 
become increasingly popular. I am not convinced that any advantage is 
gained by such mixed preparations in the majority of cases, and prefer to 
use hydrocortisone alone. If there is definite evidence of infection, an anti- 
biotic can be given separately, either locally or systemically, and its effect 
more accurately assessed. Synergistic action does not appear to take place. 

Other forms of combined therapy apart from antibiotics are advocated, 
such as tar, quinolines (‘vioform’, ‘steroxan’), calamine or chemotherapeutic 
agents. This should be a rational approach, since all of these compounds 
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are used separately by many dermatologists for the treatment of eczema. 
In my opinion, however, the results, after a relatively brief experience to 
date, do not entirely support the view that these preparations have a clear- 
cut superiority over hydrocortisone or their other constituents alone. More 
time is required to evaluate them. This type of treatment is analogous to 
the use of muitiple hematinic preparations in anemia—a procedure which 
is not highly regarded by hzmatologists. Such methods can be used to 
evade accurate diagnosis. 

LOCAL INJECTION 
Fine suspensions of hydrocortisone and its analogues can be effective when 
injected locally into cutaneous lesions. They have been used in alopecia 
areata, necrobiosis lipoidica, granuloma annulare, sarcoidosis, discoid lupus 
erythematosus, and several other conditions. This method is useful in 
certain circumstances though not routinely. The most important disadvan- 
tage, apart from its temporary effect, is dermal atrophy and occasional 
ulceration. 

SUMMARY 

Systemically and topically administered corticosteroids are used extensively 
in dermatology. Although their life-saving property is not often required, 
they have considerable capacity to relieve the distress of skin diseases. They 
are generally morbidistatic rather than curative. 

Prednisolone for systemic use and hydrocortisone for local application 
are the steroids of choice in most instances. All the risks must be calculated 
as closely as possible in relation to the benefits when systemic therapy is 
complicated. Such treatment is best initiated in hospital since dosage levels 
may have to be high to be effective. 

Locally-applied steroids are very acceptable cosmetically and often 
ameliorate itching, but control eczematous dermatoses to a more limited 
extent. They are most effective for limited areas of eczema on eyelids, face, 
ears, or flexures, and for ano-genital pruritus. Side-effects are virtually 
absent, although susceptibility to secondary bacterial infection may be 
increased in some patients. 
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OccuPATIONAL dermatitis is eczematous dermatitis provoked by irritant 
dusts, liquids or vapours encountered at work. It is no different from exo- 
genous eczematous dermatitis in general except for the circumstances of its 
onset. 
CAUSATION 

Eczematous dermatitis is a reaction of the skin to external or internal 
factors and usually to both. External factors may be primary irritant sub- 
stances (such as acids, alkalis, turpentine) or sensitizing agents (allergens). 
Once there is sensitization it is difficult and often impossible to desensitize 
the epidermis, which usually remains permanently allergic to the substance 
concerned. Moreover, cross-sensitization may occur: sensitization to a 
substance may produce sensitization to a number of other chemically related 
compounds. For example, sensitization to an aniline dye such as acriflavine 
may result in a similar reaction to sulphonamides, benzocaine or pro- 
methazine hydrochloride. 

Eczematous dermatitis in those working in industry, or engaged in other 
occupations, may arise in several ways:— 

(1) From contact with primary irritant substances, usually liquids or 
dusts, which may affect many of those at risk (fig. 1). 

(2) From contact with a substance to which the worker has become 
allergic (fig. 2). This may be a liquid, dust, or vapour, and the proportion 
affected will be small. 

(3) From exposure of an individual, prone to constitutional eczema, 
to conditions which may provoke or aggravate the eczema. Such an individual 
may suffer from a relapse of constitutional eczema because his work is 
unsuitable for him, or merely because he dislikes the work or has been 
‘told off’ by the foreman. 

(4) After long-continued wear and tear of the skin, exposure to mildly 
irritant dusts or liquids may eventually cause eczematous dermatitis. Some- 
times the resistance of the skin is reduced by friction (fig. 3), by work in wet 
conditions, or by excessive sweating. 

A coal-miner, aged 57, had worked underground from the age of 13 and as a 
coal-getter at the face from the age of 18. He had had numerous slight and one 
major accidents but no skin trouble until he was 56 when dermatitis appeared on 
his legs where the tops of his boots rubbed, and below his knees where there was 
pressure from his knee-pad straps. He had worked under the same conditions, 


sometimes dusty, sometimes kneeling in a foot of water, for thirty-eight years but 
with increasing age his skin had become less resistant to friction. 
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THE HISTORY 
The history is of paramount importance in making the diagnosis; certain 
questions must be carefully considered. What precisely was the work being 
carried out at the time of onset of the eruption? With what substances was 
the patient coming into contact? For how long had he been engaged in 
this work? Did the eruption appear suddenly and fiercely, as is usual with 
allergic reactions, or did it gradually get 
worse over a period of weeks or months, 
suggesting that a primary irritant sub- 

stance was responsible? 


A bricklayer, aged 40, during a warm, 
slightly windy day felt a steadily increasing 
irritation of his hands, forearms, face and 
neck. By the time he stopped work that 
evening there was acute eczematous derma- 
titis over the affected areas and his eyelids 
were cedematous and almost closed. He had 
become allergic to the chromate present 
in some cements, and had been affected 
where the cement dust had settled on his 
skin. A patch test to potassium dichromate 
solution (1 per cent.) was positive. It 
was essential that he gave up bricklaying 
permanently and avoided any work involving 
contact with chrome or its salts. 

Another bricklayer, aged 52, complained 
that a rash on the back of his hands 

Fic. 1.— A mw with Distered, eczema- appeared every autumn for several years, 
tous dermatitis of the hands caused becoming worse through the winter and 
by contact with weed killer. usually requiring a period off work but not 

a change of occupation. He was affected 
by the primary irritant nature of mortar—wetness, alkalinity and abrasiveness— 
exacerbated by the ‘chapping’ effect of cold weather. 


It may not be possible from the history to determine precisely the 
dermatological hazards of a particular job. It is useful, and sometimes 
essential, to watch the man at work in order to assess the external factors. 


A vehicle-spring repairer had dermatitis of the hands and face. From the descrip- 
tion of his work the most likely cause of his condition seemed to be fumes from 
the quenching oil into which he dropped the red-hot springs. In fact it was trichlor- 
ethylene in which dirty, oily springs were cleaned, but he had forgotten to mention 
this process. 

A moulder appeared to have developed dermatitis of the hands from the oily 
sand with which he worked all day. It was, however, from the paraffin with which 
he cleaned his hands at the end of the shift. On ceasing this practice he was able 
to continue his work without further trouble after the dermatitis had cleared. 


The time relationship between the appearance or exacerbations of the 
dermatitis and the work carried out must be inquired into. The condition 
may improve on stopping work: e.g. for the weekend; if so, this is important 
confirmatory evidence of the diagnosis of industrial dermatitis. 

A machine-tool operator was told he must give up his skilled, highly paid work 


on account of dermatitis of the face and hands believed to be caused by sensitization 
to cutting oil. When asked about the time of the last flare-up he said that it occurred 
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on the previous Sunday and that he had been at home all day. Further inquiry 

revealed that there was a primula plant in the house and patch tests to a leaf and 

petal were positive. Since getting rid of the plant he has had no further trouble. 
If the eczematous dermatitis does not improve on stopping work or if a 

relapse occurs while 

off work, a diagnosis 

of occupational der- 

matitis may require 

reconsideration but is 

not always  invali- 


dated. 


A dye-house labourer 
developed acute ecze- 
matous dermatitis of the 
face, neck, forearms and 
hands which rapidly 
improved on stopping 
work. One day, while at 
home in bed, the rash 
having almost cleared, 
there was a _ sudden 
relapse. Careful ques- 
tioning about the events 
of that day eventually 
revealed that he had 
been visited by one of 
his workmates dressed 
in his working clothes 
which were impregnated 
with various dyes. Later 
patch tests to dyes 
proved that the patient 
was allergic to several 
of them. 

A builder’s labourer, 
who spent much of his 
time operating a diesel- 
engined concrete mixer, 
had amongst other jobs 
to keep the fuel tank 
filled with oil. He 
suffered from eczema- 
tous dermatitis of the 
hands and a patch test 
to diesel oil was positive. 
While off work the erup- 
tion only improved 
slowly and after one Fic. 2.—A leather worker who became chrome sensitive and 
month was not clear. reacted to contact with leather on his cap band (a) and 
It was found that he on his insteps (6). Patch tests to bichromate were 
positive 


(b) 


was in financial difficul- 
ties in regard to hire- 
purchase payrnents which he could not meet on his sickness allowance. He was 
an anxious man. at all times and previously had suffered from eczema. The dermatitis 
resulting from contact with diesel oil had become ‘constitutional eczematous der- 
matitis’ though this did not invalidate the original diagnosis or affect his industrial 
benefit allowance. 
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The determination of the precise external factor or factors responsible for 
an attack of occupational dermatitis is of importance, especially when it 
is a sensitizing agent. Unless the conditions of work can be altered so that 
contact with the allergen can be avoided, a change of job will be necessary 
but the advice to change occupation should never be given until the 
responsible allergen has been identified and attempts made to eradicate it. 


A dental surgeon 
developed derma- 
titis of his hands 
which soon settled 
on stopping work. 
Patch tests to local 
anzsthetics, anti- 
septics and other 
chemicals handled 
by him were nega- 
tive. On returning 
to work there was 
an immediate re- 
lapse. He was right- 
handed and this was 
the side most affec- 
ted. Furthermore, 
he had the impres- 
sion that the rash 
flared up after ex- 
tractions and after 
giving injections. A 
patch test to a solu- 

Fic. 3.—A moulder with eczematous dermatitis of the palms tion of nickel sul- 

caused by friction and contact with oily sand. A patient of phate (5 per cent.) 

Dr. Hellier. was positive. His 

instruments were 

replaced by a set made of steel containing no nickel and only all-glass syringes were 
used. He had no further trouble except on his legs when he wore suspenders. 


A milling machine operator had to stop work on account of acute eczematous 
dermatitis on the hands and forearms. The cutting oil, which drenched these areas, 
was thought to be responsible as he had an immediate relapse on returning to work. 
It was found that the cutting oil in his machine had not been changed or the oil 
sump cleaned out for over a year. A patch test to the old oil was positive but that 
to clean oil was, fortunately, negative. The machine was thoroughly cleaned and 
with fresh oil circulating he returned to work with no relapse of the dermatitis. 


The identification of the external factor responsible for the eruption may 
be a difficult detective problem, often only solved by the patient carefully 
considering his actions at the time of a relapse. 


A hospital theatre sister was seen with an intense eczematous dermatitis of the 
right eyelid only, which clearly ruled out cosmetics as a possible cause. She was 
questioned about the materials she had been using in the theatre and of these, 
penicillin, streptomycin, and several antiseptics were suspected. Her boy-friend’s 
hair-cream was also considered. Patch tests to all these, however, were negative. 
She was told that if a relapse occurred she might be able to identify the cause. 
Two weeks later she was able to do so. She was certain that it was the local anzs- 
thetic used to spray the patient’s larynx before a bronchoscope was passed. The 
thoracic surgeon with whom she worked always let her have a look and the expired 
air came into contact with her right eyelid. She recollected that each attack had 
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followed this operation and a patch test proved that she was allergic to this local 
anesthetic. 

On another occasion, too, it was the patient who found the cause of his trouble 
which happily had nothing to do with his work. A market gardener complained of 
a succession of attacks of acute eczematous dermatitis of the face and neck. Each 
settled in a few days and relapses occurred irregularly at intervals of several months 
and not at any particular season. Patch tests (25 in all) were carried out to various 
plants he grew, to fertilizers he used and to the fertilizer scattered on the land by 
the neighbouring farmer. All were negative. Six weeks later he found that the rash 
reappeared after using an after-shave lotion which he rarely applied. He recol- 
lected having used this before the previous attacks. 

Another market gardener had a similar eruption each autumn. Chrysanthemums 
were suspected but the eruption was so acute that he was admitted to hospital and 
patch-testing was deferred. The rash settled rapidly until a visiting friend brought 
him a bunch of chrysanthemums which were put in a vase at the bedside. Within 
an hour his dermatitis was as severe as before. 


THE PREVIOUS HISTORY 
The previous history should be taken in detail, both the history of previous 
attacks of skin trouble and the general medical history. It is also useful to 
have some knowledge of the work the patient has previously done, especially 
if advice as to a change of work is required. 


A leather worker, hanging up wet, tanned hides on frames, had an acute ecze- 
matous dermatitis on his forearms above his gloves where the tanning liquor ran 
as he lifted the hides. A patch test to potassium dichromate solution (1 per cent.) 
was positive. He was advised to leave the tannery and return to his previous occu- 
pation of long-distance lorry driver. Unfortunately, although he followed this advice, 
he had a relapse on the face, neck and arms after carrying a load of cement which 
he helped to unload. Once more chromate had caused trouble. 


THE FAMILY HISTORY 

It is useful to know whether there is a family history of eczematous dermatitis 
as the tendency to react in this way is often inherited. It is also necessary 
to learn something of the family background: is the patient married and 
if so happily or not, whether there are children and if any of the family are 
ill or in trouble, whether housing difficulties, finance or other worries are 
affecting the family. The following history illustrates the importance of 
knowing something of the family background, though this example is not 
of occupational dermatitis. 


One July, a woman developed acute dermatitis of the face and neck with gross 
cedema of the eyelids. The cause was not determined but the condition settled. In 
the following January a relapse occurred during the course of a week and by Saturday 
evening was severe. It was found that her son, who lived at home, was a gardener 
and had spent the whole week moving primula plants from one hot-house to 
another. The relapse occurred after the patient had collected his working clothes 
together before washing them. Before the July attack her son had also been working 
with primulas but not in the interval. A patch test to primula leaf, carried out 
when the acute phase was over, proved positive. 


EXAMINATION 
In the examination of the patient it is not sufficient merely to concentrate 
on the affected skin. It is true that consideration of the areas involved in 
relationship to the occupation, and of the external factors that may be 
responsible, is of the utmost importance, but internal factors play a part and 





OCCUPATIONAL DERMATITIS 617 


sometimes a large one. It cannot be too strongly stressed that this is a 
general medical problem in which the patient as a whole must be considered 
as well as his family, his environment, and his past history. 

A housewife, aged 51, while engaged in spring-cleaning her house, was washing 
paint with a solution of detergent. She felt her hands and wrists becoming rough 
and burning. By the end of the day her fingers, the back of her hands and round 
the wrists were the sites of acute eczematous dermatitis. The external factor was 
clearly the detergent solution although she had used this on many previous occa- 
sions. Other factors must have been playing a part, and of these a family history 
of eczema, the menopause, microcytic anemia and the posting of her son to Cyprus 
during the trouble, seem to have been important. 

Careful taking of the history and a thorough examination not only give 
the patient confidence but lessen his feelings of grievance should his claim 
for industrial benefit be turned down. 


A NOTE ON PATCH TESTING 

The interpretation of patch tests is not always simple and certain principles 
are sometimes forgotten. Patch tests are used when allergic sensitivity has 
been diagnosed and certain substances suspected. Primary irritant sub- 
stances must never be used for patch testing unless so diluted that the irritant 
effect is lost and a positive reaction is only possible from allergic sensitiza- 
tion. It is wise, before carrying out a patch test to some chemical, to look 
up the dilution recommended in a textbook of dermatology or the ‘Year 
Book of Dermatology’ (1957-58). 

Cosmetics, the leaves of plants, or drugs supplied for local application to the skin 
(e.g. penicillin cream) may be applied directly to the skin. Non-hairy areas, free from 
any eruption, should be used and the upper part of the back or the upper arms are 
convenient sites. ‘The substance tested should be covered by lint or gauze the size 
of a postage stamp and by adhesive plaster, having inquired whether the patient is 
allergic to plaster. If there is a history of this, a different type of plaster must be used 
or patch tests to several adhesive plasters carried out first to find one to which the 
patient does not react. The patch test should be read at the end of forty-eight 
hours ; erythema, cedema and vesiculation under the gauze and not under the plaster 
indicate a positive reaction. Sometimes the reaction is delayed and may not appear 
for a further forty-eight hours or longer 
It must be emphasized that patch tests should never be carried out during 
an acute phase of the dermatitis. 


TREATMENT 
The treatment of occupational dermatitis is the same as that of eczematous 
dermatitis in general. As I have pointed out recently (Anning, 1959), it is 
necessary to stress the importance of early diagnosis and efficient treatment 
so that the patient can return to work at the earliest possible moment, 
before financial worry, boredom, anxiety about retaining the job, and other 
mental stresses, make resolution of the condition more difficult. 
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THE OCCURRENCE OF FEVER 
IN ANAMIA 
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Assistant Lecturers, Department of Clinical Pathology, 
St. Thomas's Hospital 


TuIs small study was undertaken to investigate the widespread clinical 
impression of an association between fever and anemia, in particular 
Addisonian anzmia. 


MATERIAL AND METHODS 
The survey was conducted in a retrospective manner. The records were 
scrutinized of all inpatients in whom the diagnosis of pernicious anzmia or 
iron-deficiency anemia was made for the first time during the eighteen 
months ending December 1958. The control group were also inpatients. 

The patients were divided into three groups: (1) pernicious anemia, 
(2) tron-deficiency anemia and (3) control group. Only those patients in whom 
certain diagnostic criteria were satisfied were accepted for this survey. In 
the pernicious anemia group (40 patients), these were: (1) a megaloblastic 
bone marrow, (2) a histamine-fast achlorhydria and (3) a hematological 
response to cyanocobalamin. In the iron-deficiency anemia group (35 
patients) they were (1) hypochromic red blood cells (mean corpuscular 
hemoglobin concentration 28 per cent. or less), (2) no active bleeding (so 
far as could be ascertained), and (3) a hazmatological response to iron 
therapy. The control group (44 patients) comprised patients who had no 
evidence of anzemia, acute or chronic inflammatory disease, collagen disease 
or malignant disease. 

Fever was defined as an oral temperature of 99.4°F. (37.4°C.) or above 
on two or more occasions during the first seventy-two hours in hospital. 
The maximal temperature in each patient during this time was noted. The 
hemoglobin concentrations are expressed as percentages on the Haldane 
scale (100 per cent. = 14.6 g. per cent.). 


RESULTS 
Pernicious anemia.—-Of the 40 patients studied, 24 (60 per cent.) were 
febrile; in 15 of these no cause for the fever was found. In the remaining 
nine patients a potential cause of fever was found (§ chest infections, 
3 urinary infections, and 1 carcinomatosis). The haemoglobin in the afebrile 
group ranged from 30 to 77 per cent.; in the group where a cause of fever 
was found it ranged from 26 to 71 per cent., and in the group where no 
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cause for the fever was found it ranged from 24 to 55 per cent. These results 
are presented in table I where, in addition, data on age and sex are given. 
The maximal fever in the group, where no cause for this pyrexia was found, 
ranged from 99.4° to 101.4°F. (37.4° to 38.6°C.). 

Iron-deficiency anemia.—Of the 35 patients studied, six (17.1 per cent.) 
were febrile, in all of whom a potential cause for the fever was found (3 
chest infections and 1 urinary infection, 1 salpingitis and 1 acute arthritis). 
The hemoglobin ranged from 30 to 76 per cent. in the afebrile group; 
in the febrile group it ranged from 42 to 79 per cent. These results are 
presented in table I. 

Control.—Of the 44 patients in this group none was febrile. 


DISCUSSION 
It is our impression that a cause for fever in these anemic patients was 
sought with equal diligence throughout, but since this was a retrospective 
study we cannot be certain. 
Reimann (1943, 1948) has described the occurrence of fever in pernicious 





Pernicious Anemia lron-Deficiency Anamia 


Non- Febrile and Febrile Non- | Febrile and 


febrile cause no cause? febrile? cause? 


Number of 16 9 15 29 6 
patients (40.0%) (22.4%) (37.6%) (82.9% (17.1%) 
RangeMean;| RangeMean| RangeMean| RangeMean| Range Mean 
Hb.(% Haldane)) 30-77 51.3 | 26-71 44.2 | 24-55 39.2 | 30-76 52.3 | 42-79 63.3 


Age (years) 30-8 , - , 51-77 64.0 | 16-79 53.2 | 17-80 34.8 





Sex ratio (M:F) f , 9:20 1:5 











' ‘Febrile and cause’: This group consists of those patients in whom a potential cause 
for the pyrexia was found 

* ‘Febrile: no cause’: This group consists of those patients in whom no cause for the 
pyrexia other than the anemia itself was found. 


TaB_e I1.—Incidence of fever in patients with anemia. 


anemia and moderate correlation between hemoglobin level and degree of 
fever. He considered that the fever was due to a disturbance of the heat- 
regulating centre. He has also described fever in cases of ‘fully developed’ 
iron-deficiency anemia (Reimann, 1949) and has further stated that the 
fever in this second group was ‘not caused by intercurrent infections or 
intoxications, but was connected with metabolic disturbances under the 
influence of the iron deficiency’. 

Reimann believed that fever led to destructive changes in the tissues 
accompanied by considerable loss of weight with the liberation of free iron 
which was then taken up by the marrow. The fever was supposed to 
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represent a regulating process which supplied the affected body with the 
necessary elementary iron required for hemoglobin synthesis. 

The occurrence of fever in 60 per cent. of the patients with pernicious 
anzmia in our series was similar to the incidence found by Reimann. 
Our figures, however, suggest that metabolic causes are not the only 
explanation for fever, for in nine of 24 febrile cases another condition, 
which might well have caused the fever, was present. In iron-deficiency 
anzmia, fever was much less common than in pernicious anemia. In each 
one of the few febrile patients a potential cause was found, making the 
postulation of a metabolic cause unnecessary, although not excluding a 
metabolic cause. 

Our data would suggest that in iron-deficiency anemia and in pernicious 
anzmia fever should only be ascribed to the anemia itself when other causes 
have been excluded. In view of these findings we suggest that an energetic 
search be made for a cause of fever in febrile anemic patients. 


SUMMARY AND CONCLUSIONS 

(1) It is confirmed that fever often occurs in pernicious anemia and less 
commonly in iron-deficiency anemia. 

(2) A probable cause for the fever, other than anemia, was found in all 
the febrile patients with iron-deficiency anemia, and in rather less than 
half the febrile patients with pernicious anemia. 

(3) It is suggested that, although there appears to be an association 
between fever and pernicious anemia, from the practical standpoint fever 
should not be ascribed to the anemia alone until other causes have been 
excluded. 

We wish to express our thanks to Dr. J. L. Pinniger and Dr. G. Wetherley-Mein 
for helpful advice and criticism, and additionally to Dr. J. L. Pinniger for per- 
mission to publish. 
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THE ADULT STAMMERER 


By LEONARD WILLMORE, F.C.S.T. 
Head of Department of Speech Therapy, Guy’s Hospital 


It is a sobering reflection that the majority of adult stammerers who seek 
help in coping with their disability have already received advice or treatment 
of some kind before, probably during their schooldays. The fact that they 
are still stammering does not necessarily imply any adverse comment upon 
the adequacy of their earlier treatment. The circumstances and stresses 
which a stammering child faces are often not conducive to the achievement 
of fluent speech. ‘The changed attitude and outlook which come with 
maturity often have a stabilizing effect. It is only with maturity that some 
stammerers can, for the first time, benefit from treatment. 

According to Wolberg (1948), stammering stems ‘partly from an un- 
defined constitutional factor that renders the speech apparatus vulnerable to 
homeostatic imbalance, and partly from a personality disorder which 
involves the individual’s capacity to assert himself—to express his needs in 
relation to others’. Whilst this statement is not denied it nevertheless fails 
to answer the two main questions: (1) What is the nature of the underlying 
homeostatic imbalance? (2) What underlies the personality disorder? 

The concept of homeostasis is best understood by reference to the 
‘negative feed-back’ system in electronic circuits. These, according to 
McCullock (1951), ‘establish some particular state of the system, and they 
bring it back toward that state by an amount which increases with the 
deviation from that state’. This analogy helps one to understand the mode 
of operation of many basic processes of stabilization and control. For 
example, in posture and movement, motor coordination is dependent upon 
the feed-back system controlled chiefly by the eyes, the labyrinths and the 


muscles, and a similar system of control underlies articulate speech—man’s 
chief distinguishing feature. ‘For mammals homeostasis was survival; for 
man, emancipation’ (Walter, 1953). 


The use of the term ‘homeostasis’ as applied to speech embraces not 
only a highly complex neuromuscular coordination but also the ‘scanning’ 
by the brain necessary to evoke and organize the verbal symbolization of 
language itself. ‘The ‘feed-back’ principle on which it relies is basic in all 
organized behaviour but in spoken language it reaches sublime heights. 
These factors must all be taken into account when considering the possible 
influence which any homeostatic disturbance may have on speech. Gumpertz 
and Streifer (1955) suggest the existence of disturbances in the regulation 
of brain potentials similar to those described in certain nervous and psycho- 
somatic disorders. ‘The comparative study of bio-electrical brain potentials 
in both normal speakers and stammerers has not been extensive and a review 
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of these studies by Short (1954) revealed discrepancies in the findings of 
different investigators. There is no basic abnormality in the E.E.G. of a 
stammerer such as one may find in epilepsy. 

A more familiar theory concerns the absence of a firm dominance of 
one or other of the cerebral hemispheres. The absence of such a dominance 
may lead to ‘rivalry’, with divided and thereby diminished integration and 
control. 


PERSONALITY DISORDER 
If we accept the theory of homeostatic imbalance underlying stammering, 
it is apposite to ask how this imbalance will affect the conscious life of 
the stammerer. Indeed, some psychiatrists believe that stammering is the 
result of psychological and emotional disturbance alone. 

The predominant view in the United States, where many detailed in- 
vestigations have been carried out, is that a neurophysical element outside 
the individual’s control is present which leads to conflict between the desire 
to speak and the desire to avoid expected stammering (Van Riper, 1947; 
Johnson, 1955). This view has led to methods of treatment which are directed 
chiefly towards preventing or reducing secondary symptoms of anxiety, 
tension and social morbidity, and avoiding the undesirable effects on children 
of adult interference under the guise of ‘help’. The patient himself often 
presents a complex enough problem, but when the effects of domestic and 
other environmental circumstances are taken into account it is obvious 
that a stereotyped method of treatment is out of the question. We are 
dealing with ‘a state of affairs’; not with an isolated defect of speech. 

Stammering usually begins in childhood before interpersonal relation- 
ships and language are stabilized. Many young children show some degree of 
non-fluent speech but do not become stammerers. Over-anxious interference 
with, and correction of, a child’s speech at this stage is a frequent cause 
of persistent stammering. Unfortunately, parents seldom appreciate the true 
nature of stammering; as a result, they often make the serious error of 
attempting to assist, or of expecting the child to do something to control 
his speech. It is preferable to accept the child’s manner of speaking without 
comment or criticism. ‘Helping out’ is invariably harmful in the long run. 
The view that the stammerer could speak normally at all times if he tried, 
simply because he can speak normally in certain circumstances, is quite 
erroneous. 


OUTLINES OF TREATMENT 
There are certain generally accepted lines of approach which are in common 
use, but help for the stammerer takes many forms, and in this, as in other 
fields, there is a constant change in therapeutic methods. One hopes these 
changes are for the better. There can be no hard and fast ‘method’ of 
treatment for stammering. 
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It is well known that many stammerers speak normally in certain circum- 
stances. Briefly speaking these are :— 

(1) When interpersonal communication is not present, or is not appre- 
hended (speaking alone; speaking to animals or children; in familiar 
situations where expectancy of stammering is absent). 

(2) When supported or distracted (speaking in unison with another voice 
or voices; ‘shadowing’ or copying the voice of another, or when ‘masked’ 
by a loud noise, speaking in an ‘assumed’ voice or whisper). 

(3) When the act of speaking is greatly simplified (in casual comment; 
speaking by rote or in simple series, and in certain relaxed states). 

The common factor in all these circumstances is that no conscious effort 
is made to speak or to avoid stammering. It is obvious that one of the objects 
of treatment will be to accustom the stammerer to speaking in this manner 
and to help him maintain it under normal stresses. This is relatively easy 
while the stammerer is under clinical guidance, and there are many pro- 
cedures which provide conditions under which normal speech is achieved. 
Such experience of easy speech is not, in itself, sufficient, but needs to 
be reinforced and related to the personal problems of each individual 
case. 


PSYCHO-PHYSICAL RE-EDUCATION 
Every effective form of treatment owes much to influence brought to bear 
on the patient either directly or as a result of therapeutic procedures. 
Temporary relief from stammering has been obtained from quite fantastic 


and varied ideas and practices. The criterion by which any procedure must 
be judged is whether it is simply a ‘crutch’, which will sooner or later give 
way, or whether it is capable of incorporation into a progressive programme 
of self-help. 


SUGGESTION 

Hypnosis, which is the extreme form of suggestion, has received much 
publicity from the Press, and in certain quarters is regarded with great 
enthusiasm. I have yet to meet a severe case of stammering, however, in 
which permanent relief has been obtained by hypnosis alone. Post-hypnotic 
suggestion, if this succeeds, removes symptoms for a short time only. On 
the other hand, some patients are markedly helped by deep relaxation and 
suggestion leading to a ‘receptive’ state in which ideas and attitudes are 
consolidated and deepened. In fact, the concept of ease and composure runs 
through all therapy. 

In recent years a technique has been devised for the re-education of 
defective habit patterns. It originated in the work by F. Matthias Alexander, 
a layman whose theories were insufficiently supported by physiological 
knowledge. This technique has been developed by several writers, notably 
Wilfred Barlow (1955), but not with particular reference to speech problems. 
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It is not in general use by speech therapists and is not included in their 
training programme. It is not a ‘cure’ for stammering and it does not 
dispense with other forms of treatment. What it does is to provide a valuable 
foundation upon which ‘other procedures may be built. It is concerned 
with total reactions rather than with direct control of voice or breathing, and 
thus avoids the morbid preoccupation with utterance which so often over- 
whelms the stammerer. . 

If a stammerer can be helped to alleviate his symptoms by a direct 
approach, there are two possible courses open to him. 

(1) He may be encouraged and then urged to believe that he can speak 
without stammering, and this is demonstrated to him by rhythmic speaking, 
relaxed speaking, slow speaking, and the like. Once he has achieved this 
under the influence of the clinician he goes away to apply what he has 
learned in everyday life. Provided environmental pressures are not too 
great and that the suggestive power of the therapist is sufficient, he may 
continue to improve. Unfortunately, all too often the magic wears off and 
he relapses. 

(2) This approach forms the basis of much of the treatment carried out 
in the United States in the past ten or twenty years. It assumes that with 
correct handling stammering in childhood may right itself as, in fact, it 
sometimes does. If, however, it persists, it often progresses to a secondary 
phase which is characterized by anxiety, evasive habits and tension. In 
this stage there is little hope of the stammerer learning to speak normally by 
attempting to avoid his symptoms. In fact, his attempts to avoid his symp- 
toms are largely responsible for his worsening condition. It is better to 
approach the problem from a completely different angle. He is encouraged, 
first, to overcome his fear of stammering—to stammer more easily. In doing 
this he reduces the tension which is secondary to the stammer. Suggestion 
techniques and re-education of tensional balance increase his composure 
and confidence in speaking. This leads to improved psychosomatic in- 
tegration and progressive experience of fluency. 

There is no room here to discuss the full implications of this mode of 
approach but it is undoubtedly valuable and has been described by several 
writers (Van Riper, 1947; Johnson, 1955; Brook, 1958). 


THE USE OF DRUGS 
Just as hypnosis obtains a temporary and superficial relief, and is therefore 
in the long run harmful, so the use of drugs for the direct elimination of 
symptoms of stammering is equally unsatisfactory. Obviously, a state of 
dependency must be avoided. On the other hand, the degree of tension in 
some stammerers is so marked, and so much of an obstacle to treatment, that 
the use of a drug to relieve this tension is justifiable as an adjunct to a 
comprehensive course of therapy. With this in view it may be worth enlisting 
the help of the stammerer’s physician in prescribing such drugs as methyl- 
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pentynol (‘oblivon’) or methylpentynol carbamate (‘oblivon-C’) to help 
the patient to achieve the necessary composure to cooperate fully in 
treatment. 


For example, if two or three capsules of methylpentynol are prescribed to be 
taken shortly before consultation there is often a definite reduction of muscular and 
psychological tension with a corresponding improvement in the stammerer’s 
response. The physician may be asked to prescribe the longer-acting methyl- 
pentynol carbamate for use the day before consultation, or for a short period while 
treatment is in progress. 


CONCLUSION 

There is no simple answer to the problem of stammering. The stammerer 
will always have to come to terms with what goes on in his mind, which can 
play the most astonishing tricks. There is the business man who fights his 
way through grimaces, blocks, and splutters, but can turn it off like a tap. 
He finds it easier to struggle through than to ‘turn off the tap’. The attractive 
young lady who never stammers because she confines herself to about four 
recurrent utterances in which she has confidence. The middle-aged colonel 
who stammered as a boy and now stammers only when he visits his aged 
mother. The business representative who cannot remember the last time he 
faltered but who goes about in constant anxiety lest he should. The 
stammerer who states with complete fluency ‘You know, the one word I 
can never say is ‘‘cat’” ’—or whatever the word may be. All stammerers 
can be helped; some to the point of elimination. Unfortunately, there are 
others who can only be improved. 
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A NEW TREATMENT FOR VAGINITIS 


By R. J. WOTHERSPOON, M.B., F.R.C.O.G. 


Obstetric Surgeon, Glasgow Royal Maternity and Women’s Hospital; 
Surgeon, Royal Samaritan Hospital, Glasgow 


Tue incidence of abnormal vaginal discharge caused by vaginitis is in- 
creasing. Whether this is due to an actual increase or to a lessening in 
modesty has yet to be decided; be that as it may, in Glasgow at least it would 
appear that unpleasant vaginal discharge is being reported more frequently. 

The treatment of vaginal discharge is far from satisfactory, the number 
and variety of preparations offered by pharmaceutical houses emphasizing 
that there is no one truly satisfactory treatment. Particularly does this apply 
to trichomoniasis. 

Further, Trichomonas vaginalis can be transmitted by coitus. The 
frequency of trichomoniasis in prostatitis has long been known and is often 
associated with venereal diseases. This wide distribution of foci of infection 
probably explains the reason for the unsatisfactory results with existing 
preparations. For candidiasis it would appear that nystatin is generally 
accepted and has solved the problem effectively (Jennison and Llewellyn- 
Jones, 1957). 

HEXETIDINE 

In an endeavour to find a better local treatment for trichomoniasis, interest 
in a new hexahydropyridine compound was stimulated by work carried out 
by Feldman (1957). In this trial 68 patients were treated and 60 were 
trichomonad-free after three weeks’ treatment. On this evidence the 
preparation was thought worthy of further investigation. The active principle 
of this substance is one of a series of hexahydropyridine compounds and is 
marketed as ‘sterisil vaginal gel’ (hexetidine, 0.1 per cent.). In vitro, hexeti- 
dine destroys Trichomonas vaginalis in a concentration as low as 1:128,000. 
It has an affinity for tissue which contributes to its efficacy since secretions 
are less likely to remove it from the vaginal mucosa. Hexetidine exerts a 
bactericidal action by interfering with vital metabolic processes necessary 
for bacterial growth. Thiamine antagonism has been demonstrated to be 
at least one of the mechanisms involved in the antibacterial action (Edwards 
et al., 1956). The makers claim that the gel is non-toxic, stable, odourless 
and non-staining. 

SCOPE OF INVESTIGATION 
In all, 71 patients were included in this assessment— 


32 suffered from trichomoniasis. 
13 on ,, candidiasis. 
25 = », non-specific infections, showing grade III vaginal flora in dis- 
charge. 
I os »»  Hamophilus vaginalis infection. 


All showed clinical evidence of vaginitis and had symptoms of vaginal 
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discharge, pruritus vulve and/or dyspareunia. A practical demonstration 
of the technique of applying vaginal medication was given either in the 
ward or in the outpatient department. Patients were advised against marital 
relationship until cessation of treatment. It was impressed upon them that 
they must continue the medication for eighteen to twenty-one days— 
through a menstrual period, if necessary. Thirty patients required only one 
course of eighteen days’ treatment before satisfactory improvement, 20 
needed a second course of twelve days, and 21 had a third course of eighteen 
days. In cases in which the initial course did not produce satisfactory results, 
and in which the patient’s circumstances permitted, she attended the out- 
patient department from two to four times weekly, when the vagina was 


—— 





| After | After | After 
Diagnosis Results Course 1 | Course 2 | Course 3 
| (18 days) | (12 days) | (18 days) 
Trichomoniasis 
32 cases Satisfactory 10 
Improvement: 
Smear — (symptom 
improved) 
Smear + (symptom free) 
Failure 
Reaction 
Inability to self medicate 








Candidiasis 
13 cases Satisfactory 
Improved: 
Smear — (symptom 
improved) 
Smear + (symptom free) 
Reaction 
2 Failure 
Non-specific 
25 cases (including 
4 cases clinically 
typical of tricho- 
monal vaginitis) 5 Satisfactory 4 9 3 














Haemophilus vaginalis Failure — | I 





TaBLe I.—Summary of results obtained with hexetidine in 71 cases of vaginitis. 


swabbed out with sterile water, prior to application of ‘sterisil’. Soap or 
dichloroxylenol were not used as such alkalis inactivate the medicament. 

Smears were taken in each case before treatment, to confirm the clinical 
diagnosis, and the assessment of results was based on subjective and 
objective improvement and on vaginal smears taken at the end of treatment 
and again one month later. 

RESULTS 

Results were classified as follows (table I):— 

‘Satisfactory’: cure of symptoms and negative smears. 


‘Improvement’: (1) when symptoms persisted although smears were negative; 
(2) when symptoms disappeared although smears continued positive. 
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‘Reactions’ were entirely symptomatic, consisting of marked increase of pruritus, 
and were not associated with any local changes of ulceration or edema. 


Of the 71 patients, there were satisfactory results in 48 (67.6 per cent.), 
improvement in 13, failure in six, reactions in three, and in one case the 
patient was unable to apply the medication herself. 


DISCUSSION 
It may be significant that there was an appreciable number of cases in which 
the symptoms and local signs did not clear up, although smears showed the 
absence of Trichomonas vaginalis. One wonders if Trichomonas vaginalis is 
an essential causative organism or whether it may appear incidentally in a 
severe vaginitis. 

Assisted medication did not produce any marked change in the results 
because: (1) Self-medication with the vaginal gel through the medium of the 
applicator appeared to be satisfactory when applied correctly. (2) The 
cleansing of the vagina with sterile water only was possibly inadequate. In 
the present stage of vaginal medication, efficient cleansing of the vagina 
would appear to be an important factor and it is doubtful if sterile water 
can accomplish this effectively. In this connexion it is of interest to note 
the good results claimed by Corbett (1958) from daily douching with weak 
vinegar solution. 

The relatively poor results in cases of monilial vaginitis are not unusual 
in this notoriously intractable condition. 

Six cardboard applicators are supplied with each tube of ‘sterisil vaginal 
gel’, each tube containing 14 ounces (46 g.) of hexetidine gel, more than 
sufficient to fill the applicator to the required mark. Of the 71 patients, 
only one failed to use the medication correctly, and this form of application 
was thought to be a decided improvement on the vaginal pessary. It is 
possible that better results would have been obtained if a mild acid douche 
had been used. 

Although the trial was carried out on only 71 patients, results were 
distinctly encouraging, particularly so in the treatment of non-specific 
infections. It would appear that ‘sterisil vaginal gel’ provides a step forward 
in the treatment of vaginitis. 

SUMMARY 

(1) Details are given of a clinical trial of hexetidine, in the form of ‘sterisil 
vaginal gel’, in the treatment of 71 cases of vaginitis due to Trichomonas 
vaginalis. 

(2) ‘Satisfactory’ results were obtained in 48 patients (67.6 per cent.) and 
improvement in 13 (18.2 per cent.). 

(3) It would appear that hexetidine provides a step forward in the treat- 
ment of vaginitis. 
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A PRELIMINARY CLINICAL TRIAL OF ‘BROXIL’ IN 
GENERAL PRACTICE 


By B. Y. MARSHALL, M.B., B.Cu., B.A.O. 
Bletchingley, Surrey 


THE introduction of a new oral penicillin, ‘broxil’ (the potassium salt of 
6-(alpha-phenoxypropionamido)penicillanic acid), has provided a valuable 
addition to the armamentarium of the general practitioner. To date, only 
two reports have been published in this country concerning ‘broxil’: one 
by Knudsen and Rolinson (1959) concerning comparative blood levels, and 
one by Garrod (1960) dealing with the antibacterial activity of ‘broxil’. 





Number of Satisfactory Wnsatisfactory 
cases treated response 


Diagnosis response 


2 


Pharyngitis 
Furunculosis 
Bronchitis 6 
Tonsillitis 12 
Otitis 6 
Carbuncle I 
Sinusitis 

Boils 

Dental infection 

Quinsy 

Erysipelas 

Secondary infections 

Infection associated with injury 

Stye 


Ss 
I 


N~wIN «UU OS = hb 


“hm ND 


Total 52 43 











Tas.e I.—Results of treatment with ‘broxil’ in 52 patients. 


No clinical reports have yet been published dealing with the value of the 
drug in the treatment of penicillin-sensitive infections. 

This short article presents the results obtained with ‘broxil’ in a series 
of cases representative of the usual run of minor infections encountered in 
general practice. 


SCOPE OF PRESENT INVESTIGATION 

I have now used ‘broxil’ in a series of 52 patients, whose ages ranged from 
11 to 60 years. Only three were under the age of 14 years, and the majority 
(29) were between the ages of 20 and 49. The diagnostic classification is 
shown in table I. In all but two cases, the dosage of ‘broxil’ was 250 mg. 
four- or six-hourly. Two patients, one with quinsy and one with septic 
tonsils, were given 500 mg. four-hourly. 
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RESULTS 
As can be seen from table I, a satisfactory response was obtained in 43 cases 
(83 per cent.). In the vast majority of these (37) the infection cleared within 
five days. Details of the cases which failed to respond are shown in table II. 
Bacteriological control was only possible in nine cases, and details of these 
are shown in table III. Of particular interest are the two cases of tonsillitis 
(cases 23 and 41), from which coagulase-positive Staphylococcus pyogenes 





Age Diagnosis 
§ | Otitis externa. No 
| otorrhcea 


Bilateral maxillary 
| sinusitis 


| Septic tonsils. Left 
| greater than right 


| 
| 


Tonsillitis 
| 
| Tonsillitis 
| 


| Chronic tonsillitis 


| Pharyngitis 


| Bronchitis with 
congestion of both 
| bases. ?Early pneu- 


| for 


Dosage of ‘broxil’ 
250 mg. 6-hourly 


250 mg. 6-hourly 


500 mg. 4-hourly 


250 mg. 6-hourly 


250 mg. 4-hourly 


250 mg. 6-hourly 
3 days. No 
response. Dose 
increased to 500 
mg. 4-hourly for 
3 days 


Course 





No response after 3 days. 
Changed to tetracycline 





No response after 3 days. 
Changed to chloramphenicol 





No response after 9 days’ treat- 
ment. Changed to tetracycline. 
Condition cleared 





Incomplete response to treat- 
ment. Cleared with sulphadimi- 
dine 





Failed to improve after 4 days. 
Responded to oxytetracycline 





Still no response. Treatment 
changed to sulphadimidine. No 
response. Changed to oxytetra- 
cycline. Condition cleared 





250 mg. 6-hourly 


500 mg. 4-hourly 


No response. Treatment, how- 
ever, was changed after 24 hours 





Treatment changed after 24 
hours to tetracycline and patient 
admitted to hospital 


|} monia 





No response. Changed to tetra- 


250 mg. 4-hourly 
cycline after 2 days. Improved 


Acute exacerbation 
| of chronic bron- 


| chitis 











TasBLe II.—Details of cases which failed to respond to ‘broxil’. 


was isolated, which were resistant to penicillin. On the other hand, in two 
cases in which the staphylococcus was ‘slightly sensitive to penicillin’ 
(case 8) or ‘sensitive to penicillin’ (case 22), there was no response to 
‘broxil’ after treatment for three and six days, respectively. It is difficult 
to explain this finding, but it is possible that the primary infection may 
have been viral in origin. 

In none of the patients were any side-effects encountered. 


DISCUSSION 
The assessment of the value of a new antibiotic in the treatment of infec- 
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Diagnosis Dosage of Response 
broxil 


4 


} 50 Tonsillitis Cleared in 3 days but 
recurred after cessa- 
tion of 


Treatment restarted 


treatment 


Responded 


No rec 


again 
urrence 
No 


days 


Bilateral after 3 
maxillary 


sinusitis 


250 meg response 


6-hourly Changed to 


j 


chloramphenicol 


Infected 
dental 
cavity 


Chronic 250 mg. 6 Still no response 


tonsillitis hourly for Treatment changed 


3 days sulphadimidine 


No. re 


sponse 


to 
No response. Chan- 
oxytetracy- 


ondition 


ged to 


Dose i cline ( 
creased cleared 

to §00 

mg. 4 

hourly 

for 3 days 


250 mg 


6-ho 


Follicular 
tonsillitis 


Bronchitis 500 mg Treatment changed 
with con 
gestion of 
both bases 
?Early 
pneu- 
monia 


4-hourly after 2 hours te 





250 mg Cleared in 3 days 


6-hourly 


‘Tonsillitis 





Condition 
after 5 days 


omg improved 


6-hourly 


Tonsillitis 
with right | 
otitis media 


Bronchitis 
with 
solidation 


con- 





of left base 





ases treated with ‘broxil’, in 


Tasie III.—Details of nine « 


Good response after | Sputum.—Very small growth of 
Streptococcus viridans 


which 


Bacteriology 


Heavy growth of hemolytic strepto- 
coccus (Lancefield group A) sensi- 
tive to penicillin, and Streptococcus 


viridans 


Moderate growth of coagulase-positiv« 
Staphylococcus pyogenes. Sensitive 
to chloramphenicol. Slightly sen- 
sitive to penicillin. Insensitive to 
streptomycin, tetracycline and peni- 
cillin/streptomycin 

Numerous gram-positive 

and scanty 


zram film 
cocci, 
gram-negative bacilli. 
ulture Moderate growth of Strep- 
tococcus viridans and diphtheroids 


and -negative 


of 


coagulase-positive 
pyogenes 


Slight growth 


Staphylococcus sensitive 


to penicillin 


of coagulase-positive Sta- 
pyogenes, pneumococci 


Sensitive 


srowth 
phylococcus 
and gram-positive bacilli. 
to chloramphenicol and 
Insensitive to penicillin. 
penicillin/strep- 


tetra- 
cycline 
streptomycin and 
tomycin 


A few pus cells and many gram- 
positive cocci. No acid and alcohol 
fast bacilli seen. Heavy growth 
of hon-hxmolytic streptococci and 
Streptococcus viridans. Sensitive to 
penicillin, streptomycin, chlor- 
amphenicol, tetracycline, oxytetra- 

erythromycin. In- 


cycline and 


sensitive to sulphonamides 


| 
| 7 = 
|No haemolytic streptococci grown 
Growth of coagulase-positive Sta- 
phyloccus pyogenes Sensitive to 
streptomycin, chloramphenicol and 
tetracycline Insensitive to peni- 
cillin and penicillin/streptomycin 
Scanty growth of Streptococcus viri- 


dans 








there was bacteriological control 
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tions is by no means easy. Many diseases may clear without treatment and 
others may respond equally well, or better, to the older and accepted treat- 
ments than to the new. In this investigation no comparison was made with 
other antibiotics. This would have required a far larger number of patients 
and a more elaborate plan of investigation than is feasible in general 


practice. 

On the whole, infections presumably due to the staphylococcus responded 
rapidly to treatment with ‘broxil’, and the two cases of tonsillitis in which 
coagulase-positive Staphylococcus pyogenes, resistant to penicillin, was iso- 
lated, both responded rapidly. Attention has already been drawn to the 
anomaly of the two cases which did not respond in spite of yielding 
penicillin-sensitive staphylococci on culture. 


Infections presumably due to streptococci also responded rapidly to 
‘broxil’ but in such cases it is advisable to continue treatment for at least 
five days in order to safeguard the possibility of a recurrence. 


SUMMARY 
Fifty-two patients with varying infections were treated with ‘broxil’ in 
general practice. ‘Broxil’ cleared most of the sensitive organisms but was 
particularly effective in staphylococcal infections. 

Two patients infected with staphylococci insensitive to penicillin re- 
sponded well. ‘To safeguard against the possibility of recurrence, strepto- 
coccal infections should be treated for at least five days. 

I am indebted to Dr. M. Gledhill, Consultant Pathologist to the Redhill County 
Hospital, for the bacteriological studies, and to Miss G. Steer for her help in com- 
piling the tables. 
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AN UNUSUAL CASE SIMULATING 
CORONARY THROMBOSIS 


By ALAN A. MORGAN, M.D., M.R.C.P. 
General Practitioner, Dagenham; Clinical Assistant, Geriatric Unit, 


Barking Hospital 


THERE has been a considerable increase in the incidence of coronary throm- 
bosis over the past fifty years. Although it is considered to be a true increase, 
the condition not infrequently may have been missed at the turn of the 
century. Today one has become so conscious about this disease that even 
atypical cases are being more and more recognized by general practitioners, 
and there is a real danger of its being over-diagnosed. 
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The following is an example of such a case in which the true diagnosis 
was suspected during life. 


CASE REPORT 

The patient, a spinster aged 72, was admitted to the London Hospital, under the 
care of Mr. Charles Donald on December 17, 1953, with a six-month history of 
lumps in the head, one of which had recently ulcerated. A craggy mass was palpable 
in the epigastrium. A barium meal was negative, and peritoneoscopy showed a large 
retroperitoneal mass. There were no secondaries in the liver. A biopsy of one of 
the scalp swellings was reported on as: ‘ Probably reticulum-cell sarcoma; possibly 
an undifferentiated secondary carcinoma’. A course of radiotherapy was carried out 
with temporary regression in both skull and abdominal lesions. She was discharged 
on February 10, 1954. 

On March 10, 1954, she was admitted to the King George Hospital, Ilford, with 
a fractured shaft of the right femur, considered to be possibly a pathological frac- 
ture. On April 2, 1954, she was transferred in a Thomas splint to the Geriatric 
Unit, Barking Hospital. On clinical examination the temperature, pulse and respira- 
tion were normal. The mucous membranes were of good colour, and the heart was 
normal in size, with regular rhythm. The blood pressure was 140/70 mm. Hg. The 
lungs were clear, and the fundi and central nervous system were normal. There 
were several hard crusted masses over the scalp. These were not tender. The 
abdomen was pigmented (the result of x-ray treatment); the liver, spleen and 
lymph glands were not palpable. No mass was felt in the epigastrium. There was a 
fracture of the shaft of the right femur. The patient was kept in bed with a Thomas 
splint and skin traction for the fractured femur. Sandbags were subsequently used 
for immobilization. X-ray examination revealed very little callus formation. 

On July 6, 1954, the patient complained of a dragging sensation in the upper 
part of the chest. There was no retrosternal pain or pain in the arms or elsewhere. 
On examination the temperature was 98° F. (36.7° C.), the heart was found to be 
fibrillating at the rate of 150 a minute. The blood pressure was 105/50 mm. Hg. 
The lungs were clear. ‘The jugular venous pressure was not increased. 

An electrocardiogram taken on July 7, 1954, showed atrial fibrillation with low 
voltage in leads I, II and III. The T wave was flat or inverted in these leads, bi- 
phasic in V,, and inverted in the remainder of the V leads. The tracing was inter- 
preted as showing pericarditis or subendocardial infarction, or—in view of the 
atypical clinical features—tumour involvement of the left ventricle. The white cell 
count on July 8, 1954, was 4,500 (polymorphs 62 per cent., lymphocytes 33 per 
cent., monocytes 4 per cent., eosinophils 1 per cent.), and the erythrocyte sedi- 
mentation rate was 8 mm. in 1 hour (Wintrobe). The patient was put on digitalis 
which was stopped on July 14, 1954. She remained apyrexial throughout, but sub- 
sequently progressively deteriorated, became doubly incontinent, and died on 
July 29, 1954. 

POST-MORTEM FINDINGS 
As it was suspected that her cardiac lesion was due to tumour involvement 
rather than a coronary thrombosis a post-mortem examination was carried 
out. The pathologist’s report was as follows: 


‘ Wasted woman—swelling of both legs. Tumours of the left brow and centre 
of brow—firm in character with a central necrotic area and skin necrosis. Further 
subcutaneous nodules. Secondary metastasis in the right femur which shows some 
slight shortening—pathological fracture of the past. Skull—no fracture. Brain con- 
gested. Lungs—both show congestion and cedema. Heart—infiltration with neo- 
plasm of the wall of the left ventricle. No primary disease of the coronary arterial 
tree. Stomach—some infiltration of the wall of the stomach with fleshy neoplasm, 
but no ulceration. Intestines—secondary neoplasm in the mesentery. Spleen— 
perisplenitis. Kidneys—secondary deposits in both kidneys. Both suprarenals show 
large secondary deposits. Bladder—healthy. Genital organs—healthy. 

Cause of death—carcinomatosis due to carcinoma of the stomach’. 
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DISCUSSION 

The clinical features of this case could have been considered as due to 
coronary thrombosis because in the elderly a disturbance of sinus rhythm 
and absence of chest pain may occur in association with coronary throm- 
bosis. There were, however, further unusual features: a normal tempera- 
ture throughout, absence of a polymorphonuclear leucocytosis or raised 
erythrocyte sedimentation rate and no Q waves to be seen in the electro- 
cardiogram. 

Prichard (1951) states that in the published cases of metastatic cardiac 
tumours which were diagnosed during life, the diagnosis was usually based 
on the development of a cardiac arrhythmia in a patient known to have 
widespread malignant disease. In my case tumour involvement of the heart 
was suspected because in the presence of manifest secondary tumours the 
patient developed both atrial fibrillation and coronary thrombosis, the 
latter presenting many atypical features. Metastatic tumours of the heart 
and pericardium are not at all uncommon. Goudie (1955) found such 
tumours in 10 per cent. of all patients dying of malignant disease, whilst 
De Loach and Haynes (1953) found the incidence as high as 13.6 per cent. 
The stomach is among the least common sites for the primary. Such 
tumours are rarely diagnosed during life, and Prichard (1951) found only 
about 20 published cases in which an ante-mortem diagnosis had been made. 


SUMMARY 
A case is reported in which features suggestive of an atypical coronary 
thrombosis were proved to be due to a metastatic heart tumour. 
I am indebted to Dr. Francis Camps for the post-mortem report. 
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LOCAL OCULAR THERAPY IN GENERAL PRACTICE 
A New Hydrocortisone-Sulphacetamide Cream 


By GABRIEL V. JAFFE, M.B., BS. 


Bournemouth 


MINOR conditions affecting the eye are an everyday occurrence in general 
practice. Although their ultimate importance is usually small, their very 
presence is a source of considerable discomfort, disability and anxiety to the 
patient. The speed with which these conditions are alleviated therefore is a 
matter of great concern to the patient and may affect the reputation of the 
general practitioner to an extent which is quite disproportionate. It is with 
this in mind that the present series of 100 consecutive ophthalmic cases 
seen in general practice and treated by a new hydrocortisone-sulphacetamide 
cream is reported. 
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INTRODUCTION 

In local ocular therapy, sulphacetamide-sodium preparations have long 
been the first choice. Of all the known chemotherapeutic agents, sulpha- 
cetamide-sodium alone possesses all the properties considered desirable for 
local application to the eye: it is highly soluble, non-irritant, readily able 
to penetrate the ocular tissues and, in its proprietary form (‘albucid’), 
it is buffered to pH 7.4. The common organisms causing eye infections 
include Staphylococcus aureus, streptococci, pneumococci and Pseudo- 
monas pyocyanea. Less common causative organisms include meningococci, 
Heamophilus influenza, Haemophilus lacunatus and Escherichia coli, and they, 
too, are all susceptible to the bacteriostatic action of sulphacetamide applied 
locally (Dunphy, 1950). In a series of 3000 cases of acute and chronic 
conjunctivitis reported by Mayer (1948), those treated with a 30 per cent. 
sulphacetamide-sodium solution recovered in an average of three days, 
whereas the untreated cases took seven days and those treated with dilute 
silver proteinate took seven-and-a-half days. 

With the discovery of corticosteroids and their application in treatment 
of ocular conditions, further progress has been made. The corticosteroids 
have an anti-inflammatory effect, including the inhibition of fibroblastic 
proliferation, in the process of tissue repair. This holds true whether the 
cause of the inflammation be bacterial infection, anaphylaxis, allergy or 
trauma. The cause of the inflammation is not in any way affected, and 
cortisone derivatives in ophthalmology should be regarded solely as effective 
anti-inflammatory agents. 


SCOPE OF INVESTIGATION 

In the present series, a cream was used (‘cortucid’) consisting of sulpha- 
cetamide-sodium, 10 per cent., and hydrocortisone acetate, 0.5 per cent. 
in a buffered, bland, sterile water-miscible cream base. The base is an 
oil-in-water emulsion, in the preparation of which particular care is taken 
to obtain the correct viscosity. Using this cream the symptoms of the 

inflammatory conditions are quickly alleviated 
“Conjunctivitis 34 while the antibiotic deals with the infection 
— ie whether this is actual and primary or potential 
Cues infections | 11 and secondary. There is no place in general prac- 
Foreign bodies 9 tice for the treatment of ocular tuberculosis or of 
Other injuries 12 , 
ate ra . deep corneal ulcers, as revealed by fluorescein. 
a ere Similarly this cream should not be used in viral 
Total 100 ; ‘ 

infections of the eye. 
Tasie I.—Ocular lesions in To assess the efficacy of treatment over as wide 
See a range as possible, it was decided to use this 

eye cream in 100 consecutive patients seen on 
account of some local condition affecting the eye. Their ages ranged from 
g weeks to g2 years. Seven of them were under 1 year of age, and five were 
over 80 years. The diagnoses are shown in table I. 
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Frequency of application was as little as twice daily or as much as every 
three hours, depending upon the circumstances. The duration of treatment 
varied from twenty-four hours to sixteen days. All the patients were seen 
by the same practitioner, both initially and at intervals until the conditions 
had been cured, or until it was considered that no further improvement 
could be gained. 

RESULTS 
The most striking feature was the speed with which both objective and 
subjective relief resulted (tables II, III). Only in two cases was there failure 
to respond to treatment. 

One of these was a case of conjunctivitis due to a resistant staphylococcal infection 
and the other was a case of blepharitis in a man who is hypersensitive to sulpha- 
cetamide and cannot tolerate concentrations over 2.5 per cent. 

No other side-effects occurred. Infective conditions alone comprised 
approximately 73 per cent. of the total number of cases, although there were 





Under 24 to 36 36 to 48 48 to 72 72 hours Over 
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Tase II.—Time taken for complete cure in 98 patients treated with ‘cortucid’. 





*Conjunctivitis 72 Foreign bodies 32 

*Blepharitis 77 Other injuries 162 
Iritis 220 Miscellaneous 99 
Other infections 76 











Tasie II].—Average time (in hours) for cure in 98 patients 
treated with ‘cortucid’. 


*One case has been excluded from each of these categories for 
the purpose of computing the average time for cure. These are 
the two resistant cases referred to in the text. 





Condition Cause 
Unknown or 
Infective Allergic mixed 
Conjunctivitis 22 6 6 
Blepharitis 7 | 2 














Tasie [V.—Etiology of conjunctivitis and blepharitis. 


some cases in which both infective and allergic elements appeared to be 
present. The commonest condition necessitating treatment was con- 
junctivitis, and in the ‘acute red eye’ syndrome a complete cure was usually 
obtained within three days. In more chronic conditions, such as chronic 
blepharitis, the condition responded remarkably quickly to the application 
of the cream. Further details of the cases of conjunctivitis and blepharitis 
are shown in table IV. 
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DISCUSSION 

Inflammation of the eye, if allowed to persist, may result in the formation 
of vision-impairing scar tissue. It is therefore particularly important that 
inflammation should be checked as soon as possible. Local application of 
corticosteroids, of which hydrocortisone is probably the most effective, will 
rapidly suppress the inflammation and thus decrease the possibility of severe 
scarring. It has to be remembered, however, that, whilst these hormones 
suppress the inflammatory reaction, they are neither bacteriostatic nor 
bactericidal. It is essential therefore that corticosteroids alone should not 
be used in the treatment of inflammatory eye conditions unless bacterio- 
logical control is readily available. 

Sulphacetamide-sodium has long been considered to be the most suitable 
bacteriostat for local applications to the eye and its inclusion in the cream 
ensures that any infection is controlled. It is therefore to be recommended 
in traumatic lesions of the eye including burns, conjunctivitis whether 
infective or allergic, and blepharitis. In blepharitis the hydrocortisone 
prevents the scaling and desquamation which are so troublesome, and the 
cream is particularly rapid in action when the blepharitis is of allergic 
origin, e.g. allergy to mascara. Since the eye’s natural response to allergens 
(e.g. pollen, hay dust, house dust, cosmetics) in allergic people is by in- 
flammation, the cream has particular scope in these conditions. 

Before embarking on this series, other drugs and preparations had been 
used in the treatment of similar eye conditions, usually successfully, but in 
very few cases was it possible to cease treatment after so short a time. To 
see an ‘acute red eye’, which untreated would probably take at least one 
week to resolve, cured by four-hourly application of the cream for forty- 
eight hours is extremely impressive. This rapidity of action undoubtedly 
saves the patient much loss of time from work, apart from the inconvenience 
and discomfort that longer treatment necessitates. 

From infancy to old age, and in all common eye conditions, the local use 
of a sulphacetamide-hydrocortisone cream seems to have the following 
advantages over all other kinds of treatment: 

(1) It nearly always cures the condition in a short time. 

(2) There are virtually no complications. 

(3) It is easy to use by the patient, being dispensed from a compressible 
tube. 

(4) The cream can be instilled directly into the eye (like an eye-drop) 
without contact between the eye and the nozzle or the tube. It is sterile and 
contamination is avoided. 

(5) Rubbing of the eyes is avoided owing to the anti-irritating effect of the 
hydrocortisone. 

(6) The cream immediately liquefies at body temperature and spreads 
rapidly over the conjunctive. 

(7) Accelerated life-tests which have been performed suggest that the 
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preparation should remain fully active for a period of two years from the 
date of manufacture. 

The cream should be instilled into the eye every three or four hours until 
the condition improves, which is usually about two days. Thereafter, the 
number of applications a day may be reduced but treatment should be 
continued for at least two days after the condition has subsided. 

Cost of treatment.—The cost is comparatively low, as the basic N.H.S. 
price of a 3-gramme tube is 5s. 3d. 


SUMMARY 
One hundred consecutive eye conditions seen in a general practice were 
treated by a hydrocortisone-sulphacetamide cream (‘cortucid’). 

The rationale for using this combination of drugs, i.e. an antibiotic and 
an anti-inflammatory agent, is discussed. 

The method of treatment, the cases selected and the results of treatment, 
are presented and assessed. All but two cases responded. 

The advantages of using this preparation as opposed to either an antibiotic 
or an anti-inflammatory agent alone are discussed. It is considered that this 
eye cream is an efficacious preparation and should be used routinely in the 
vast majority of eye conditions, in particular in the treatment of the ‘acute 
red eye’. The cream is of outstanding value in all eye conditions in which 
inflammation is an important factor, whether this be of bacterial, traumatic or 
allergic origin. 

It is a pleasure to record my appreciation of the advice and assistance given to me 
by Dr. A. H. Goodspeed in the preparation of this article. 
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CLINICAL EXPERIENCE IN GENERAL PRACTICE 
WITH HEPTABARBITONE 


By W. W. MARSHALL, M.B., Cu.B., D.Osst.R.C.O.G. 


Glasgow 


THis is a report on the use of one of the newer barbiturates, heptabarbitone 
(‘medomin’) in 60 patients in general practice. ‘Medomin’, which is 5-ethyl- 
5-cyclohept-1-enylbarbituric acid, is claimed to have a swift and certain 
action, leaving no ‘hangover’ effect and to have a wider safety margin than 
the other barbiturates should overdosage occur (Lienert, 1954; Weithaler 
and Biedermann, 1955). It is the first barbiturate hypnotic to contain 
- this cyclohepteny! ring. This ring is rapidly and easily oxidized forming the 
cycloheptenony! derivatives which have no hypnotic action and are much 
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less toxic than the original substance. This process takes place so quickly 
that in practice no trace of injected ‘medomin’ can be detected in the urine. 


SCOPE OF PRESENT INVESTIGATION 
Over a period of six months, ‘medomin’ was prescribed for 60 adult patients 
in my practice. In some cases the indication was simply sleeplessness; in 
others it was used as an adjuvant to salicylates when pain was disturbing 
sleep and it was also used in other patients with mental disturbances, and 
those recently bereaved. 

Initially, two 200-mg. tablets were given at the normal retiring time. 
Subsequently, one tablet and even half a tablet was used. The tablet is 
cross-punched which enables half and quarter tablets to be administered 
easily. This enables ‘tailing off’ the dose to be achieved smoothly and 
conveniently. 

RESULTS 
All except three patients found ‘medomin’ to be effective. Two of those who 
did not respond were suffering from painful conditions, and inadequate 
relief of the pain rather than inadequate hypnosis may have been the cause 
of failure. As a rule, all effects had worn off by 06.00 hours. No side-effects 
were observed and, in particular, ‘hangover’ signs were absent in all but 
three and not severe in any. 


DISCUSSION 

Sleeplessness is a complaint very often presented to general practitioners 
and, although there is a wide range of drugs available, it can still prove a 
real therapeutic problem. Moments awake at night often seem like hours and 
the degree of sleeplessness is very apt to be exaggerated. This makes it 
difficult to assess the choice of drug and dosage. In this series no attempt was 
made to separate patients into those with difficulty in getting off to sleep 
and those who got to sleep early but tended to waken later; to start with, all 
were given the same dosage of the drug. It appeared, as might be expected, 
that ‘medomin’ was most effective in those patients who had not previously 
had any sedative drugs, and it seemed of particular value for short-term use. 
On the other hand, no effort was made in this series to assess its long-term 
value. 

The results suggest that ‘medomin’ is a valuable addition to the prac- 
titioner’s armamentarium. It is only fair to point out that the patients who 
took the drug were aware that it was a new drug and on trial. Allowance 
must therefore be made for the well-recognized phenomenon that such 
knowledge has a suggestive effect. 


SUMMARY 
(1) Details are given of a clinical trial of a recently introduced barbiturate 
drug, heptabarbitone (‘medomin’), in 60 patients in general practice. 
(2) It was effective in all but three instances and was notable in that it had 
‘hangover’ effects in only a very small proportion of patients. 
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(3) ‘Medomin’ appears to be a useful addition to the barbiturate drugs, 
and one which merits further trial and investigation. 
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BROMIDE INTOXICATION 
An Episode at Sea 


By H. RUSSELL VERNON, T.D., M.B., Cu.B. 
Ilfracombe, Devon 


RETIREMENT always provokes memories of the past. Having just retired 
from medical practice, and thereby completed thirty-six years as a regular 
subscriber to The Practitioner, | have been reminded of perhaps the most 
dramatic occasion on which I found The Practitioner of help to me. 

This was some twenty years or so ago when I was a ship’s surgeon and 
homeward bound from Bombay. About a month before we sailed from 
Bombay one of the air lines had been flying home from the Far East a lady 
who had developed depressional insanity. In view of her worsening con- 
dition they had had to leave her in hospital in India. Arrangements were 
then made for her to travel home in my ship, accompanied by two trained 
nurses. I was provided with a full history of the case and the treatment 
recommended by the consultants who had seen her in India. She had been 
treated with 15 grains (1 g.) of potassium bromide and 60 minims (4 ml.) 
of syrup of chloral four-hourly, and I was advised that this dosage be 
stepped up in order to try and compensate for the inevitable excitement of 
her being brought aboard ship. 

Once we had put to sea she went from bad to worse. She became maniacal, 
refusing to eat, to wash, or to let her hair be brushed. So much did her 
condition deteriorate that I had doubts as to whether she would survive 
the voyage home. Four-and-a-half days out of Bombay we arrived at Aden, 
and among the home mail waiting for me there I found my copy of The 
Practitioner. On opening it I found an article on bromide toxicity, which 
I quickly read. No sooner had I done this than I dashed to my patient’s 
cabin and stopped her bromide, but continued with the chloral hydrate. 
Twenty-four hours later, when I paid my morning visit, I found my patient 
sitting up in bed, her hair nicely brushed, hand-mirror in one hand and lip- 
stick in the other. She had slept well, was taking fluids easily and talked 
sensibly. From the moment that I withdrew the bromide she never looked 
back. When we arrived in London she was met by her relatives, who in- 
formed me that this was the fifth occasion she had suffered from mental 
illness. She then turned to them and said: ‘Pay him very well—he got me 
better quicker than anyone else’! 

So, thanks to The Practitioner, the patient recovered and I was well paid. 
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DISCUSSION ON 
WHAT IS A FAMILY DOCTOR? 


March 16, 1960 


Dr. W. W. Fulton (G/asgow).—In order to define what is a family doctor, 
let me first try to answer the wider question: ‘What is medicine?’. I take it 
to be the science that tries to maintain health and general perfection and fits 
mankind to face the social tasks and problems of living. Primitive medicine 
was largely concerned with just keeping people alive, but civilization has 
brought its attendant evils, some of which produce illnesses with which we 
have to deal. There is no disease without its social effects and few diseases 
in which social factors do not contribute to the etiology. 


A SPECIFICATION 

The family doctor is uniquely situated to observe the interplay between 
physical, mental and social disorders and must try and cope with all three of 
them. A substantial body of opinion holds that modern social and medical 
developments have rendered obsolescent the traditional British conception 
of the general practitioner as a family physician. It is true that increases in 
medical knowledge have led to further specialization, but this increases the 
need for the doctor whose function is not specialized but general. I believe 
that, just as the small shopkeeper will not be ousted by the supermarket, 
neither will the family doctor be replaced by the polyclinic. The general 
practitioner, being always accessible to his patients, will steadily increase his 
province in the enlarging field of the non-organic. The family doctor may be 
lacking in formal training in psychiatry, but he appreciates his patients’ 
background and speaks their language. There is much more to this than 
merely prescribing tranquillizers. It is bad enough that the patient should 
have such faith in a bottle of medicine; it is even worse when the doctor 
also acquires this habit. Family doctoring should begin at the beginning 
and end at the end of the patient’s life. 

This then is my specification of the family doctor of the future, providing 
continuous, comprehensive medical care. 


NO DISEASES: ONLY SICK PERSONS 
The fragmentation of present-day medical teaching tends to dispel the 
attitude of mind peculiar to general practice: that there are no diseases, only 
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sick persons. A medical student with mitral stenosis once said to me: ‘I 
don’t think I am strong enough for the rough and tumble of life in general 
practice, but I am not bright enough for anything else’. This was the result 
of the influence of her teachers who had instilled into her the idea that the 
best students go into the specialties and the rest into general practice or 
public health. Whatever his future, every doctor should, as a student, have 
seen something of general practice. As it is, postgraduate appointments in 
strictly segregated hospital departments do not fit the young doctor to take 
his place in the ranks of general practitioners. The right experience can only 
be acquired by working with an experienced family doctor and we should 
make a determined effort to teach general practice. The trainee may retain 
little of his year in general practice, but he is the better for having been 
through it. 

Medicine is not an exact science and the variability of response of the 
patient and his illness to the doctor is one of the first things one learns in 
general practice. The young graduate, training to be a family doctor, must 
learn the techniques of establishing rapport quickly with different kinds of 
patients. He must be approachable and willing to listen, and he must guard 
against the danger of becoming too involved emotionally with his patients. 
The family doctor also acts as a link between the often anxious person and 
the highly technical specialist services. 


EPILOGUE 
In this year of 1960, I have read, in the ‘Interim report of the consultative 
council on medical and allied services’, that the organization of the health 
service of the nation should be based upon the family as a normal unit and 
on the family doctor. Personal service is essential for the proper and efficient 
treatment of individual persons, and this can only be rendered to them in 
their own homes by the family doctor, who has continuous care of their 
health. It is his duty to advise and help in all matters pertaining thereto and 
to see that they obtain full advantage of all the further auxiliary services. 
The date of this report is 1920. 


Dr. Harvey Flack (Editor of ‘Family Doctor’).—In the editorial department 
of Family Doctor we handle a lot of letters, about seven to eight thousand a 
month, and many of these give interesting sidelights on what patients think 
of their doctors. Many readers say that their own doctors are kind and good 
but woefully overworked, so that they do not wish to bother them with 
trivial queries. Therefore they write to Family Doctor instead. 


FAILURE OF COMMUNICATION 
Very seldom, though it does happen, we hear doctors described as lacking in 
tact, or being unsympathetic. What is implicit in most of the letters is a 
failure of communication between the doctor and his patient. The patients 
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feel that they might look foolish if they went back to the doctor and find it 
easier to write to an impersonal and remote editor. Thus: ‘Baby is eating and 
sleeping well, but he is suffering from umbilicus, please what is it?’ The 
error here is in not explaining a technical word. Similarly, parents have 
worried about ‘patella’ and whether rubella is worse than German measles. 
Young primipare often write: “The doctor said I was all right but did not 
mention the baby’. The failure to mention that the baby was coming along 
nicely was misinterpreted and gave rise to a real anxiety. Time spent in 
simple explanations is well spent. 


A THOUSAND LETTERS 

We print a handful of questions under the heading of: ‘Family Doctor 
Answers’, but we never identify these readers and the replies come from 
experts who do not know their names. In analysing a thousand of these 
letters, the earliest problems related to pregnancy, confinements and after- 
births, whilst at the other extreme there were questions about the care of 
aged and infirm grandparents. Since we also had questions about bequeath- 
ing bodies for dissection and eyes for corneal grafting, the time scale here 
looks like a Welfare State, womb to tomb, stopping at all ages. We even had 
letters from doctors and doctors’ wives, a beekeeper, a goat breeder and a 
lighthouse keeper. Approximately eighty per cent. of our readers are women 
and eighty per cent. of them have young families. The majority of questions 
were intelligent and clearly put, although some appeared to be facetious, 
such as: ‘I am interested in becoming a wet nurse, can you tell me how to go 
about this?’. And another: ‘I am twenty-one and undeveloped. My bust is 
29 inches but is taken up by my back’. Also: ‘I don’t mind what I pay, 
within limits, of course’. There were questions about hair, ‘bags under the 
eyes’, behaviour problems in children, slimming, and a few from women who 
wanted to put on weight. Problems weave their way from acne and allergy, 
through slipped discs and diabetes, headache and heart disease, migraine 
and moles, polio and piles, tonsils and toxemia, and the value of yoghourt. 
One question asked about cleaning skulls to make them into bookends, and 
there were scores of questions about adoption, infertility, contraceptives, 
marriage problems and snoring. One questioner asked for statistics on 
religious mania. 

It is clear that a lot of these letter-writing readers simply need re- 
assurance, to know that their problem is not unique and that somebody 
cares about it. Clearly they have not got this reassurance from their own 
doctor and many say that they cannot confide in their own family doctor. 
The fact that these people have to write to a remote and unknown editor 
seems to me to be an implied criticism of their own family doctors. 


A DEFINITION 
It has been said that there has been a change in the attitude of many patients 
to their doctor, so that he seems to be just another tradesman. This is not 
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borne out by readers of Family Doctor, who think highly of their own family 
doctor but worry because he does not give enough explanation and simple 
reassurance. In giving this, it is important to avoid technical jargon and to 
be positive rather than negative, being hopeful rather than guarded. I would 
like to hear final-year students being asked: “This fact that you have grasped, 
can you convey it to worried parents?’. If this were done there might be more 
letters like the one which said how pleased the writer was that his own doctor 
had told him all the things said in the article on hernia and more besides. 
The letter ended that this was a new doctor in their district whom they 
trusted and liked. 

And I think that is a good definition of the family doctor. Someone who 
is trusted because of his knowledge and skill and liked because he takes time 
to explain and reassure. 


Sir Frank Newsam (Permanent Under-Secretary of State, Home Office, 
1948-57).—I have come across very little literature on the subject of the 
patient’s attitude to his family doctor in the National Health Service. 
Therefore I am speaking in this capacity. I have enjoyed reasonable health, 
and thus been spared the ministrations of physicians and surgeons. A well- 
known professor of pathology used to ask his students what they regarded 
as the most serious risks to which their future patients would be exposed. 
The correct answer he considered to be surgery. I think that I may have 
been expected to say something controversial, but just as one does not quarrel 
with one’s barber, so it is wise to avoid conflict with those having even more 
dangerous weapons and running even less risk of detection. Playing therefore 
for safety, I have been thinking what I could say to give pleasure without too . 
great a deviation from the truth. 


A DISCIPLINED ART 
What then does a patient look for in his family doctor? Of course he looks 
for the ideal doctor but, as Plato tells us, ideals are stored up in heaven and 
even if there were a divine healer on earth, this materialistic age would no 
doubt crucify him. He might even be expected to heal himself. Longevity 
should certainly be his portion, since there is nothing more laughable than 
a doctor who does not die of old age. We must first decide what we expect 
of medicine itself, is it a science or is it an art? It is not a science in the sense 
that mathematics is, but seems to be more in the nature of a disciplined art. 
It carries on a battle against disease and it is worth remembering that about 
a hundred years ago, the life of a gentleman in London was forty-four years, 
of a tradesman twenty-six years and of a labourer twenty-four years, 
whilst the chance of an infant surviving his first year was slender. At the 
turn of the century, it was realized how important it was to improve the 
physique of the nation and in 1919 the Ministry of Health was created. 
Since then the idea of the conquest of disease has yielded to the idea of 
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health and welfare. Until recently, evolution was thought of as an adaptation 
by life to the environment by haphazard mutations. Now, however, it is 
possible to envisage a planned evolution, and man may even be on the 
threshold of discovering the secret of life itself. 


THE NEED FOR MORE PERSONAL CARE 

Medicine today is highly specialized and the National Health Service 
practitioner an exceedingly busy man. With practically the whole population 
taking advantage of the free medical service, the patient no longer sees his 
doctor as an individual in his own home. Rather, he queues for a brief 
interview at some surgery, with a necessarily cursory examination. Accurate 
diagnosis may or may not be achieved in these circumstances, but there can 
be no real contact between the doctor and his patient. In serious illness, the 
whole diagnostic machine comes into play and the relationship becomes 
still more impersonal. The patient needs more personal care and the good 
doctor sees that he obtains the ancillary services at his disposal. The patient 
is no longer content to regard disease as a mystery, and will demand rational 
explanations for illnesses. The patient’s knowledge of disease is often 
seriously distorted by radio, television and the purveyors of patent medicines. 
The patient wants, in the National Health Service, a properly appointed 
surgery and would like to approximate to the private patient and see his 
doctor by appointment. Is an appointment system in general practice really 
impossible to devise? 

The family doctor sees more of the psychoneurotic element and if he does 
not understand this, his patients will keep to themselves all except their 
physical troubles. Time will limit the extent to which a doctor can carry out 
effective treatment in such cases but he can at least give his patients support 
and encouragement in carrying on with their life. I would not attempt to 
delineate the superman whom patients in the National Health Service expect 
to be at their beck and call: and, indeed, he must be a superman, someone 
who is learned, skilful, patient, perceptive, tolerant, sympathetic, a good 
judge of human nature, aware of his own limitations, a good disciplinarian, 
and above all lucky, especially in his choice of a wife. Even if such a com- 
bination of qualities could be found in one man, I am sure that the National 
Health Service could never afford to reward adequately so incomparable a 
paragon. 





LINNAUS AND DARWIN 
WHAT DELIGHTS A MAN 


By GILLIAN EDWARDS 


In 1758, Linnzus published the tenth and comprehensive edition of his 
Systema Natura, the foundation of modern botanical and zoological nomen- 
clature. In 1858, Darwin presented to the Linnean Society of London the 
first paper dealing with his work on the theory of evolution. The formative 
years of these two great natural 

scientists ran remarkably parallel. 

And they both began their careers 

as medical students. 

LINNAZUS’ EARLY DAYS 

Carl Linnzus (fig. 1), whose 

family took its name from a 

famous lime-tree, was born in 

Sweden on May 23, 1707, and 

his earliest memories were of 

flowers. When he cried his 

mother put blossoms into his 

hands to quieten him, and his 

father, a country priest who 

devoted his leisure to gardening, 

taught the boy all he could of 

the names and nature of plants. 

When, at the age of eight, he ; . ee 
went to school, he wasnicknamed Sasa 
‘The Little Botanist’. Botany in Tic. 1.—Linneus at the rom af os. 
those days, however, was a hobby, 

not a serious pursuit. His father hoped Carl would become a priest. But he 
disliked intensely the subjects he was required to study. Metaphysics, 
Greek, Hebrew and theology bored him. He neglected them to read old 
botanical books, and was reprimanded by his master for spending time on 
a ‘useless science’. 

Finally his father was told that Carl would never make a priest. He was 
bitterly disappointed, and only a little consoled when a family friend and 
physician suggested he might become a famous doctor. Then he remem- 
bered how as a child Carl had made lancets of wood, pretended to bleed 
his brothers and sisters, felt their pulses and looked for plants to cure 
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various illnesses. Reluctantly he agreed that the young man—he was now 
nineteen—should go to Lund University to study medicine. 


THE MEDICAL STUDENT 
At Lund, Linnzus found the teaching so bad he moved after twelve months 
to Uppsala. Things here were not much better. Of the two professors of 
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Fic. 2.—Title page of first edition of the Systema Natura. 


medicine, one had turned to philology, the other was abroad. There were 
no courses in botany, zoology, chemistry or anatomy, and the only lectures 
he appears to have attended were on materia medica, the natural history of 
birds and the theories of Aristotle. Practical work was non-existent, except 
for a few chemical experiments, including the production of fireworks, 
demonstrated by a neighbouring apothecary. The hospital where clinical 
instruction should have been given was so poorly endowed that the superin- 
tendent had to open part of it as a public beer-house to contribute to its 
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upkeep. When this was forbidden the building fell to ruin, the chimneys 
were dangerous, fires could not be lit and servants would not stay. 

The one event of importance in Linnzus’ medical studies was a series 
of six anatomical lectures and demonstrations given in the Town Hall of 
Stockholm on the body of a woman condemned to be hanged. Arrangements 
were well in hand even before the death sentence had been passed, and the 
date of the execution was specially arranged to suit the convenience of the 


Fic. 3.—Darwin as a young man. 


various medical faculties. Opportunities for dissection were few in the 
eighteenth century. 

Meanwhile Linnzus went steadily on teaching himself botany, reading, 
collecting, annotating, and discussing his ideas with fellow-students and 
kindly patrons. Soon he was working at a new system of describing and 
accurately naming all plants, and also giving lectures. 


A BORN NATURALIST 

In 1732, the Royal Society of Science was persuaded to sponsor an ex- 
pedition to Lapland, then almost unknown. This Linnzus undertook alone, 
proposing to make observations ‘in all three kingdoms of nature’; in spite 
of discouragements and almost fatal hazards the results he brought back were 
excellent. He had no doubt now that he was a born naturalist. 

He did not, however, neglect his medical studies. He wrote a thesis 
on a new hypothesis as to the cause of intermittent fevers, and, since it was 





LINNAUS AND DARWIN 649 


usual in Sweden for doctorates to be taken at a foreign university, he went 
in 1735 to Harderwijk in Holland. Here he entered himself as a student, 
presented his thesis, was examined and promoted Doctor of Medicine ‘with 
delivery of a gold ring, a silk hat and a diploma’, all in three weeks. Then 
he went on to Leyden, where he published the first edition of the Systema 
Nature (fig. 2). 

Both in Holland and in England, which he also visited, he was urged to 
stay and engage in botanical work. But he had left a fiancée in Sweden and 
to marry he needed an assured income. He decided to set up in medical 
practice in Stockholm. 


THE SUCCESSFUL PHYSICIAN 

No patients came, so he went out to look for them. In the dock areas he 
found men suffering from venereal diseases and offered to cure them. 
News of his skill spread, and soon he was troubled by the opposite embarrass- 
ment of too many patients, sometimes sixty a day. He became particularly 
well known for his treatment of chest complaints, and was on one occasion 
called to attend the Queen herself for a cough. He was made physician to 
the Admiralty and worked so hard that his very success became a burden 
to him, leaving no time for his beloved botany. 


THE BOTANIST 
In 1741 his problem solved itself. He was appointed, not without long 
and bitter controversy, to the vacant Chair of Medicine and Botany at 
Uppsala. ‘Should life and health be vouchsafed to me’, he said, ‘you will, 


I hope, now see me perform something noteworthy in Botany’. There was 
no mention of medicine. For the rest of his life his relations with that science 
were strictly formal. 


DARWIN’S EARLY DAYS 

Charles Darwin’s (fig. 3) flirtation with medicine was much less serious, 
but when he deserted it he broke a family tradition. Both his father, Robert, 
and his grandfather, Erasmus, had been doctors, although Erasmus was 
also a naturalist of note, who wrote poems based on Linnzus’ theories of 
sexuality in plants. From him Charles inherited an interest in the natural 
world and a passion for collecting, but he never pursued any study with the 
single-mindedness of the young Linnzus. He chiefly loved to go after 
birds with a gun and became an excellent shot. Indeed, his father told him 
one day: ‘You care for nothing but shooting, dogs and rat-catching, and 
you will be a disgrace to yourself and all your family’. 

At school he certainly did not shine. His education was strictly classical 
and to him ‘simply a blank’. He had, however, an inquiring mind and could 
work at anything that interested him. His elder brother, Erasmus, used to 
conduct chemical experiments in a tool-shed in their garden, and with these 
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Charles was fascinated. His schoolfellows nicknamed him ‘Gas’, but his 
headmaster reproved him severely for wasting his time on ‘such useless 


subjects’. 


THE EDINBURGH MEDICAL STUDENT 
In 1825, when he was sixteen, his father sent him to Edinburgh to study 
medicine. The Edinburgh Medical School had a high repute, but Darwin 
found nothing in it to stir his imagination. The lectures, he said, were all 
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Fic. 4.—Edinburgh Royal Infirmary in 1818. 


intolerably dull, with the exception of those on chemistry by Dr. Hope. 
Dr. Duncan’s lectures on materia medica at 8 o’clock on a winter’s morning 
were ‘something fearful to remember’. Dr. Munro, who lectured with an 
‘unimpassioned indifference’, made human anatomy ‘as dull as he was 
himself’, and Charles thought the subject so disgusting that he refused, to 
his later regret, to practise dissection. As for Professor Jameson on geology 
and zoology, he was so ‘incredibly dull’ that Darwin swore he would never 
as long as he lived read a geological book. 

He regularly attended demonstrations in the clinical wards of the Royal 
Infirmary (fig. 4), but even these did not interest him and some of the cases 
he found extremely distressing. He also watched two very bad operations, 
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one on a child; both performed, of course, without anesthetics. Before they 
were over he rushed away and never went near the operating theatre again. 
These two cases, he said, ‘fairly haunted me for many a long year’. 

His father, a shrewd man, tried to help his son. He, too, he told him, 
had had a horror of operations, even of blood-letting, but it passed with time. 
He reminded Charles of his boyhood delight in helping poor women and 
children by writing down their symptoms, reporting them to his father, and 
mixing the medicines they required. He said that to succeed as a physician 
one must excite confidence, and this he was quite sure Charles would be 
able to do. Sympathy, too, was necessary, but could sometimes lead to com- 
plications. Ladies often burst out crying when they came to consult him, and 
if he begged them to stop they got worse, so he said it would do them good 
to cry, whereupon they usually stopped. If his patients requested some 
particular food he asked them why they wanted it. If they said they didn’t 
know he let them have it. But if they said so-and-so had told them it was 
very good he always refused. 

This advice was wasted on Charles. He had learned that his father would 
leave him enough to live on without working, and saw no reason why he 
should take up a profession he disliked. Like Linnzus he found friends 
who were interested in natural science and began to study marine zoology. 
After two years his father was forced to admit he would never make a 
physician and sent him to Cambridge to become a clergyman. 


THE ‘ORIGIN OF SPECIES’ 
At first Darwin had doubts about the dogmas of the Church, but these were 
silenced by reading Pearson on the Creed, and he thought the life of a 
country parson might be very pleasant. But he never took orders. Instead he 
joined the survey ship Beagle as naturalist and for the first time found himself 
really enjoying hard work, work which led to the publication nearly thirty 
years later of the Origin of Species. 

Yet he was almost rejected because of the shape of his nose. Captain 
Fitzroy, a descendant of Charles II and a firm believer in physiognomy, 
was quite convinced that no-one with such a nose could be determined and 
energetic enough for so demanding a voyage. Somehow the difficulty was 
got over, but it is strange that Dr. Darwin’s first words on his son’s return 
are reported to have been: ‘Why, the shape of his head is quite altered!’, 

‘WHAT A MAN HAS DELIGHT IN 4 
Linnzus proved that he was an excellent doctor. It seems unlikely that 
Darwin would have become so. His own health was poor, he preferred to 
work in the quiet of his study, to deal with ideas and theories rather than 
with people, and he lacked a necessary element of ruthlessness. But both 
men had their eyes on another goal and reached it in spite of the roundabout 
routes they had to travel. It was Linnzus’ father, the priest, who said, 
‘What a man has delight in always succeeds’. 
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CXLIX.—THE TREATMENT OF DEPRESSIVE STATES 


With Particular Reference to Imipramine 


By J. N. P. MOORE, M.D., F.R.C.P.1., D.P.M. 
St. Patrick's Hospital, Dublin 


DEPRESSION, more commonly than any other symptom, brings a patient to 
a psychiatrist. Sometimes there is an outright complaint of depression, but 
more often some of its mental or physical characteristics are described: lack 
of energy, lack of concentration, insomnia, feeling of malaise, indecision, 
pessimism about the future, worry over the past and the inevitable feeling 
that in some way life has lost its savour. The patient becomes self-centred, 
introspective, and self-critical—a state of affairs which may be out of 
character for the individual. Sometimes these symptoms are described by 
the patient, although a feeling of depression is emphatically denied. Often 
worry over physical health predominates. Anorexia, weight loss, dyspepsia, 
lower abdominal discomfort and constipation nearly always accompany 
depression, and these symptoms may dominate the clinical picture. Some- 
times the emphasis is on the cardiovascular system, and tachycardia, pal- 
pitations or precordial pain may be the chief complaint. In these latter cases, 
a worried, preoccupied facial expression, a look of suffering in the eyes dis- 
proportionate to the apparent facts of the situation, and inability to accept 
the reassurance of a negative physical examination should lead to a closer 
scrutiny of the patient’s mental state along the lines suggested later in this 
article. These patients often reach the psychiatrist only when repeated 
physical examinations and special investigations are negative, so that much 
time may pass and suffering be incurred if the possibility of an underlying 
depressive illness is not kept constantly in mind. 


DIFFERENTIAL DIAGNOSIS 
Sadness, gloom and despondency are normal emotional reactions to loss, 
bereavement, failure or frustration. Depression of an intensity out of pro- 
portion to the situation or persisting longer than might reasonably be 
expected must be considered pathological. Some psychiatrists believe that 
depression is always a psychological reaction to an adverse environment, 
the degree and nature of the trauma needed to produce morbidity depending 
upon the emotional make-up of the individual—in particular, the state of 
maturity reached and the dominance of neurotic traits in the personality 
structure. This psychological reaction to external stress explains only some 
cases of depression. When depression is clearly disproportionate to the 
May 1960. Vol. 184 (652) 
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apparent environmental causes, and especially when it is out of character 
for the patient concerned, some additional factor, probably biochemical, 
must be postulated to explain the condition. Support is lent to this concept 
of ‘endogenous’, as opposed to ‘reactive’, depression by the surprisingly 
constant pattern of the clinical picture in these cases. A common and 
striking example of this is the cheery extrovert—‘the life and soul of the 
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party’, ‘the last person I’d expect to get nerves’—who for no good reason 
becomes melancholy and guilt ridden, and blames some trivial peccadillo 
in the past for what are felt to be the overwhelming misfortunes of the 
present. 

Grave emotional disturbance, a shock or a bereavement may sometimes 
trigger off an endogenous depression in a predisposed person, but metabolic, 
more commonly than psychological, upheavals precipitate this condition. 
Infections, particularly influenza, are common precursors of an attack. 
Pregnancy may bring on a bout and most puerperal depressions are endo- 
genous in type. A fact of theoretical as well as practical importance is that 
some derivatives of Rauwolfia, especially reserpine (‘serpasil’), may produce 
a typical endogenous depression when prescribed as hypotensive agents or 
in the treatment of schizophrenia. 

Because the personality make-up of the individual invariably colours the 
clinical picture, there can never be hard and fast dividing lines in any 
psychiatric classification. When the patient is acutely ill and deeply de- 
pressed the diagnosis is usually obvious, but in milder types of depression, 
typical cases become the exception rather than the rule. Hence it is necessary 
to decide how much of the clinical picture is a reaction of the personality 
to external stress or to what extent it represents an endogenous change. 
Table I indicates the clinical pointers which make it possible to differentiate 
in most cases the predominantly endogenous from the predominantly 
reactive depression. The type of sleep disturbance, the diurnal variation in 
intensity of depression, as well as the feeling of real sympathy which the 
patient’s sadness evokes, and such objective indications as weight loss are 
the factors on which most reliance should be placed. The description of 
symptoms by the patient, and particularly self-analytical interpretations of 
them, should be critically evaluated. 


COURSE AND PROGNOSIS 
Apart from the immediate clinical picture, the course and prognosis in the 
two types of depression are quite different. Time and favourable events in 
the environment will usually lead to the gradual subsidence of a neurotic 
depression. Continued adversity may prolong it indefinitely. Recovery is 
hastened by the development of fresh emotional satisfactions and insight 
into the mechanism of morbid thought processes by the patient. Psycho- 
therapy directed towards this latter end can be of real value. Spiritual help, 
change of environment, and the judicious use of tranquillizing drugs are 
valuable aids to recovery. Although time is an important factor, it may 
foster chronicity if relied on exclusively. Prognosis depends most of all upon 
the basic psychological make-up and degree of emotional maturity of the 
individual. 

Endogenous depression runs a course which appears to be predetermined 
by some internal phenomenon. The length of the illness varies from days 
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or weeks to months or years, but there is usually an eventual spontaneous 
remission. Such depressions are often recurrent and may run a similar 
course in repeated attacks. The attacks may occur at any age. The com- 
monest times for bouts of depression in a predisposed person are adoles- 
cence, the involutional period, and old age. The frequency of such depres- 
sive episodes around the menopause has given rise to the concept of 
involutional melancholia. It is doubtful if this can be separated from other 
endogenous depressions, except in so far as the personality of the patient 
colours the clinical picture. The over-anxious, rigid, obsessional personality 
appears to get an endogenous depression more often in the fourth and fifth 
decade. Possibly a more rigid personality structure resists the morbid 
internal process longer than the more volatile cyclothymic. Thus the house- 
proud, fussy woman who lives for her home and family, or the self-made 
business or professional man with no outside interests, becomes ill with an 
endogenous depression for the first time in the fourth, fifth or sixth decade 
of life. 

Depressions beginning earlier in life often show a cyclical character, 
sometimes recurring regularly at intervals of months or years, and more 
rarely alternating with phases of elation and overactivity. When the bouts 
are mild, the condition is usually termed cyclothymia; severer manifesta- 
tions are regarded as phases of a manic-depressive psychosis. Such patients 
are often genial extroverts with plenty of drive, energy and initiative, but 
who tend to show spontaneous swings of mood. Sometimes these changes 
of mood pass unrecognized for what they are, and sometimes they are so 
marked that the patient is obviously ill with a melancholia, or, more 
rarely, mania. 


RESPONSE TO TREATMENT 

Setting aside theoretical considerations, it has become of practical im- 
portance to try to distinguish, so far as possible in any particular case, to 
which pattern of symptomatology the clinical picture most nearly approxi- 
mates, because the response of the two types to treatment is quite different. 
The more completely the clinical picture corresponds to the endogenous 
type, the less will it be influenced by psychotherapy or alterations in the 
environment and the more completely and dramatically will it respond to 
electroplexy. This treatment given to a typical endogenous depression brings 
almost immediate and dramatic relief in up to go per cent. of cases, although 
a proportion of these run a relapsing course and require maintenance 
therapy. Given to a reactive depression, electroplexy produces increased 
anxiety and agitation and a number of new complaints. The patient usually 
feels worse and almost invariably complains bitterly of the discomfort and 
terrors of the treatment, and magnifies such common sequele as amnesia, 
transient headache, or muscular stiffness. 

In mild endogenous depressions, too, where there are anxious or hys- 
terical traits in the personality make-up, the treatment gives less dramatic 
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relief, and gain is often outweighed by the fear of the treatment. Although 
painless and, with adequate premedication with intravenous barbiturate and 
a muscle relaxant drug, quite safe, the treatment sometimes provokes an 
immoderate fear which may outrule its use in all but severe depressions. 
The transient amnesia following a course of treatment, which may be a 
reasonable price to pay for the relief from intolerable mental agony, may 
be regarded as a bad bargain when acquired in exchange for a milder gloom. 
The administration of electroplexy to reactive depressions or milder endo- 
genous depressions occurring in neurotic personalities is responsible for 
much of the opprobrium and fear engendered by this valuable treatment. 

Further support for the wisdom of differentiating these two common 
depressive reactions comes from the results of the administration of several 
new drugs, notably imipramine (‘tofranil’) and the mono-amine oxidase 
inhibitors. 

IMIPRAMINE (‘TOFRANIL’) 

This drug belongs to a new group of iminodibenzyl derivatives and is 
supplied in the form of 25-mg. sugar-coated tablets for oral use, or 25-mg. 
ampoules for parenteral administration. The preparation was discovered in 
Switzerland where it was synthesized in the research laboratories of Geigy, 
and has been reported on by various clinicians including Kuhn (1958) in 
Switzerland, Lehmann and his colleagues (1958) in Canada, and Ball and 
Kiloh (1959) in Britain. Workers from different centres agree, and it is 
borne out by my own experience, that this drug offers an alternative means 
of cutting short an endogenous depression in a way comparable to electro- 
plexy. 

In mild depressions the treatment may be given on an outpatient basis, 
starting with 25 mg. thrice daily, increasing by one tablet daily until eight 
are being given in the twenty-four hours in divided doses. When side- 
effects are troublesome, it may be wiser to increase the dose more slowly, 
as they tend to become less noticeable as medication continues. These side- 
effects may be so slight as to be almost unnoticed, or be so troublesome 
that the patient will soon wish to stop the treatment. During the first week 
or two the patient therefore needs to be seen often enough to ensure that 
the drug is being taken. Persuasion and encouragement may be needed at 
this stage. There is no immediate euphoriant action and the side-effects 
may make the patient feel temporarily worse. More severe cases of depres- 
sion treated in hospital may be given the drug parenterally. It is possible, 
but not certain, that this is more effective than oral medication. 


SIDE-EFFECTS 
Most patients complain of dryness in the mouth, tachycardia, and a ten- 
dency to perspire easily. Some complain of difficulty in accommodation and 
find reading or close work a trial. A few complain of dizziness, particularly 
on stooping, and occasionally in old people a fall in blood pressure with 
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syncope has developed. Transient incoordination and muscular weakness 
sometimes occur, especially in older people. Falls with fractured limbs have 
been described by Foster and Lancaster (1959). It is wise to increase the 
dose cautiously in frail, old people. There is some evidence to suggest that 
imipramine increases sensitivity to alcohol. Patients should therefore be 
abstinent or drink with great discretion when taking the drug. Occasionally 
a rash with pruritus occurs. Often on the larger doses a tremor of the ex- 
tremities develops. This can usually be minimized by giving a small dose 
of barbiturate: e.g. amylobarbitone, } grain (50 mg.) thrice daily. Some 
patients complain of paresthesia of the scalp and extremities but these are 
rarely a troublesome feature. All side-effects disappear on withdrawing the 
drug. 

The most troublesome sequel to imipramine therapy is a hypomanic 
state. In the natural history of the manic-depressive illness, a phase of 
elation and overactivity, insomnia and lack of judgment sometimes develops 
so that admission to hospital becomes necessary. Although there is no 
statistical proof, it is the impression of most experienced observers that the 
chance of a hypomanic swing is increased when remission of a depressive 
state follows the use of imipramine. The possibility of this development 
makes it wise to begin reducing the dosage as soon as a normal state of 
well-being is achieved. It it becomes apparent that the patient is becoming 
overactive, garrulous and elated, then the drug must be stopped at once. 
Large doses of one of the phenothiazine derivatives—e.g. chlorpromazine— 
are useful in controlling such upward swings of mood. I have seen two 
confusional states develop on imipramine. 

Both were males in their mid-sixties, having treatment for a typical involutional 
depression. In each case, the patient was excited, noisy, aggressive and deluded, 
sometimes in a grandiose, but mainly in a paranoid, way. The degree of confusion 
varied but there were lucid intervals. There was an intractable insomnia, and the 
patients were uncooperative over food and hygiene, and became extremely difficult 
nursing problems. The condition developed suddenly and cleared up gradually 
within about ten days in both cases. Both patients had had remissions of their ill- 
ness with electroplexy but had relapsed and imipramine was begun to try and 
induce a more stable remission 

I have also had two cases of attempted suicide when imipramine was 
withdrawn suddenly. In this respect it is well to supervise the adminis- 
tration of the drug to all deeply depressed patients. The patient may fail 
to swallow his tablets and hide them surreptitiously because he feels they 
are no good, or may hoard them for a suicidal attempt. Experience indicates 
that if the drug is withdrawn suddenly, the patient relapses quickly and 
the added disappointment may be a factor in determining a suicidal attempt. 

Two of my patients had isolated epileptiform fits on imipramine. Neither had a 
history of epilepsy and subsequent electroencephalographic tracings were normal. 
This experience indicates the need to prescribe a barbiturate along with 
imipramine. This may be conveniently given as a nightly hypnotic: pheno- 
barbitone, 1 grain (60 mg.), or amylobarbitone, 1} grains (go mg.). 
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A case of agranulocytosis has been described on imipramine therapy but, 
considering the large number of patients given the drug, this must be an 
extremely rare phenomenon. On the other hand, patients on the drug for 
a lengthy period should be warned to report at once if they develop a sore 
throat or mouth so that a white cell count can be carried out. 


COURSE OF THE ILLNESS ON IMIPRAMINE THERAPY 
Sometimes, though exceptionally, within a few days the patient feels better 
and from then onwards there is an uninterrupted recovery. More often 
there is no immediate improvement, but often more bitter complaints for 
ten or fourteen days before the patient gets some relief from depression. 
This relief may come quite suddenly so that one day the patient feels 
radiantly happy. ‘I woke up feeling wonderful, I never thought I could feel 
so well again’ is a characteristic remark. Irn fact, such sudden remissions 
are often only transitory and after a few hours or a few days the depression 
may return despite continued medication. These temporary alleviations 
usually herald more permanent relief and rarely is such a happy day fol- 
lowed by return of the depression at its worst. Several such temporary 
remissions may occur and it is as well to warn the patient of the possibility 
of fluctuations on the road to recovery; otherwise natural disappointment 
intensifies the returning gloom. On the other hand, improvement may be 
steady once it begins, and with the alteration in mood comes the return of 
energy, concentration, appetite and a general feeling of well-being. Experi- 
ence so far suggests that it is worth continuing treatment for at least six 
to eight weeks in a true endogenous depression before regarding the trial 
as unsuccessful. 

Once normal mood has been restored, the tablets should be gradually 
reduced. Sometimes a reduction of even 1 or 2 tablets daily leads to a 
return of the depression, which disappears when the dose is increased again. 
Reduction should be tentative at first because many patients will require a 
maintenance dose of the drug for a variable period. The optimum amount 
of the drug is so variable that it must be determined by trial in each indi- 
vidual patient. It is probable that once the optimum maintenance dose has 
been found, it will need to be continued for a time directly related to the 
natural history of the patient’s illness. Mostly the drug can be gradually 
reduced for a period of a few weeks and then stopped. I have, however, a 
few patients who still need a maintenance dose after a year. As long as they 
continue their maintenance dose, they keep well; a reduction leads to a 
return of depression. There has been no evidence to suggest that addiction 
has developed because the patients never clamour for more than their 
optimum maintenance dose, once it has been determined. Dependence 
seems to last only as long as depression is present. 

It is noteworthy that a patient may begin to look better and behave in 
a livelier fashion, eat better and put on weight, before a subjective relief 
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of depression is experienced. Of all the characteristic clinical features of an 
endogenous depression, sleep disturbance seems to be least favourably 
influenced by imipramine. Indeed, many patients find their sleep is worse, 
particularly the tendency to early morning waking. Persistence of early 
morning waking after other symptoms have gone is an indication for a 
reduction of dosage, although, until sleep does return to normal, it is 
probable that the natural cycle of the illness is not at an end and that some 
maintenance dosage is still necessary. Because it has no hypnotic effect, a 
nightly barbiturate or other hypnotic should accompany imipramine 
therapy until sleep improves. 

In deeply depressed patients, especially those who are suicidal risks, it 
is usually unwise to use imipramine, or, if started, to persist with it if a 
swift response is not forthcoming. Such cases are still best treated with 
electroplexy, although there is some evidence to suggest that a combina- 
tion of the two treatments may be more effective than either alone. Several 
investigators have suggested that when electroplexy is used following imi- 
pramine, fewer treatments are necessary; this has been my own experience. 


RESULTS WITH IMIPRAMINE 
A series of 115 patients with endogenous depression who were given 
imipramine therapy at St. Patrick’s Hospital was divided into three 
groups: 
(1) Cases of chronic depression of more than one year’s duration which 
had failed to achieve a sustained remission with electroplexy: 66 per cent. 


improved markedly (38 cases). 

(2) Cases of depression of less than one year’s duration which failed to 
achieve a sustained remission with electroplexy: go per cent. improved 
markedly (22 cases). 

(3) Fresh cases of depression, for the most part milder cases not treated 
by electroplexy: 74 per cent. improved markedly (55 cases). 

It was found that the more closely the clinical condition corresponded 
to the endogenous depressive picture, the more certain was a remission to 
occur. When the endogenous depression is accompanied by morbid anxiety 
or hysterical symptoms, these neurotic manifestations may subside when 
the underlying depression is reversed. It is my impression, however, that 
a primarily neurotic illness does not respond to imipramine. Kuhn found 
his best results in the true endogenous picture, but does not commit himself 
with regard to reactive depressions. In a controlled trial of imipramine Ball 
and Kiloh found that 74 per cent. of cases of endogenous depression showed 
a good response to the drug while 22 per cent. responded to a placebo. In 
reactive depression, 59 per cent. responded satisfactorily on imipramine, as 
compared with 20 per cent. on the placebo. This favourable response in 
reactive depression may well be accounted for by differing diagnostic 
standards. Kuhn advised that depression in schizophrenia might be made 
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worse by imipramine, but in depression complicating early cases of organic 
brain disease he states that it may act well. 


MONO-AMINE OXIDASE INHIBITORS 

Even before imipramine was shown to relieve endogenous depressions, 
another drug, iproniazid (‘marsilid’), was found to produce comparable 
results. This drug, first used in the treatment of tuberculosis, was super- 
seded because of its toxic properties. Prescribed orally, in the form of 25- 
or 50-mg. tablets, up to 150 mg. daily may be given and a fairly rapid 
reversal of the clinical picture follows in some cases of endogenous depres- 
sion. In a clinical trial at St. Patrick’s Hospital, 174 patients with endo- 
genous depression given iproniazid, were divided into three groups and 
assessed as follows: 

(1) Chronic depression of more than one year’s duration which had failed 
to achieve a sustained remission with electroplexy: 48 per cent. improved 
markedly (70 cases). 

(2) Depression of less than one year’s duration which had failed to 
achieve a sustained remission with electroplexy: 60 per cent. improved 
markedly (39 cases). 

(3) Fresh cases of depression, for the most part milder cases not treated 
by electroplexy: 70 per cent. improved markedly (65 cases). 

Side-effects with iproniazid were more frequent and sometimes serious. 
Troublesome postural hypotension was common, and transient psychoses 
with excitement and paranoid trends occurred in six patients during the 
trial. One case of jaundice occurred with uneventful recovery. Reports of 
fatal liver damage following the use of iproniazid have curtailed the pre- 
scription of this drug. Its use is probably only justified if all other means 
of relieving depression have been thoroughly tried and failed. Although 
probably a less effective drug than imipramine where pure endogenous 
depression is concerned, it is my impression that iproniazid is more valuable 
when anxious, hysterical or obsessional traits are prominent in the clinical 
picture. 

It is thought that the beneficial results of iproniazid are due to its ability 
to inhibit mono-amine oxidase, an enzyme which plays an important part 
in cerebral metabolism. Two other drugs, N-a-methylphenethyl hydrazine 
hydrochloride (‘cavodil’) and phenelzine (‘nardil’), have recently come on 
the market, claiming to be more potent mono-amine oxidase inhibitors than 
iproniazid. Clinical experience is still limited but it is clear that they, too, 
relieve endogenous depressions in a comparable way to iproniazid and 
imipramine. If time proves that they are safe as well as effective, they may 
mark yet another advance in the treatment of this condition. Furthermore, 
the advent of these drugs has stimulated biochemical research and it now 
seems reasonable to hope that an explanation of the chemical mechanisms 
underlying endogenous depressions will be forthcoming. 
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THE PLACE OF ELECTROPLEXY IN THE 
TREATMENT OF DEPRESSION 

Although these new drugs represent an important step forward in the treat- 
ment of depression, more than two years’ experience with them has con- 
vinced me that in acute cases with suicidal preoccupation electroplexy is 
still the treatment of choice. In such cases, inpatient treatment in a psychi- 
atric unit where adequate supervision is available becomes a necessity in 
the interests of the patient’s safety. 

I know of two suicides during the past year, one patient being on imipramine 
and the other on iproniazid. Both had been successfully treated by electroplexy in 
previous depressive illnesses, two and five years before. Reluctance on the part of 
the patients to have further electroplexy led to a trial of the drugs on an outpatient 
basis and the resulting tragedies. 

It may even be that the relief of retardation by these drugs facilitates the 
suicidal impulse. Until we know considerably more about the treatment of 
depression with these new drugs, in all doubtful cases the practitioner 
should seek the help of the psychiatrist’s experience in these matters. 
Sound clinical judgment based on experience is needed to decide in any 
individual case whether drugs, or electroplexy, or both, should be used, and 
whether the patient should continue at work, be at home, or be admitted 
to hospital. 

CONCLUSION 

It is of both theoretical and practical importance to try to distinguish 
endogenous from reactive or neurotic depressions. 

Imipramine (‘tofranil’), an iminodibenzyl derivative, and a group of 


drugs which are mono-amine oxidase inhibitors (iproniazid [‘marsilid’], 
‘nardil’, and ‘cavodil’) have proved to be active preparations capable of 
relieving a high proportion of endogenous depressions. 

Mild cases may be treated as outpatients, but severe depressions and 
patients who are a suicidal risk should be admitted to hospital. 

It is probably worth trying these drugs in all but very severe depressions 
before using electroplexy, provided the patient is under adequate super- 


vision. 

Suicidal depressions or severe depressions not responding quickly to the 
drugs should have electroplexy. 

Electroplexy will probably be more effective used in combination with 
the drugs. 

During convalescence after electroplexy, drugs may prevent the relapses 
which commonly follow this treatment. 
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CALLING THE LABORATORY 
V.—MARROW PUNCTURE 


By M. C. G. ISRAELS, M.D., M.Sc., F.R.C.P. 


Deputy Director, Department of Haematology, Royal Infirmary, Manchester; 
Lecturer in Hematology, University of Manchester 


EXAMINATION of the bone marrow is now an essential part of the investiga- 
tion of all but the simplest cases of suspected blood disease, and it is also 
valuable in the investigation of the reticuloses. By the ‘simplest’ blood con- 
dition is meant iron-deficiency anemia in women, a disease so common 
that to carry out a marrow examination on every patient would be difficult. 
Furthermore, iron treatment does not upset any of the diagnostic features 
of the marrow if, in the long run, the patient proves to have some other 
condition in addition. With this exception bone-marrow examination should 
always be carried out, and it is absolutely essential that no treatment, other 
than iron, should be given beforehand. ‘The iron preparations should be 
simple ones, e.g. ferrous sulphate, gluconate or fumarate, and the practi- 
tioner should never use compound tablets, pills or capsules which may 
contain small amounts of folic acid, cyanocobalamin, liver or stomach, since 
these substances can completely alter the marrow picture and seriously 
confuse the diagnosis. 
INDICATIONS 

Marrow puncture gives diagnostic information in the following conditions: 

(1) Pernicious aneemia and other megaloblastic anemias.—The peripheral 
blood picture usually shows a high colour-index anemia and the marrow 
shows typical megaloblastic red-cell formation with the presence of unusual 
granulocytes—the giant metamyelocytes. Such a picture occurs in pernicious 
anzmia, nutritional megaloblastic anemia usually secondary to steatorrhaea, 
megaloblastic anemia of pregnancy, and megaloblastic anaemia due to anti- 
convulsant drugs such as phenytoin and primidone. The diagnosis between 
these conditions rests on the clinical picture and the results of other labora- 
tory tests: e.g. fractional test meal, fat estimation in the stools, It is im- 
portant to remember that pernicious anemia cannot be diagnosed from the 
marrow alone, though of course a megaloblastic marrow is very suggestive. 

(2) Aleukamic leukemia.—By this is meant a leukemia in which the 
abnormal cells are absent or too few for diagnosis in the peripheral blood. 
The blood picture is often a high colour-index anemia, but the marrow 
shows that 50 per cent. or more of the cells are primitive leucocytes, or in 
lymphatic leukemia more than 50 per cent. may be mature and immature 
lymphocytes. 

(3) Myelomatosis—The marrow shows infiltration with plasma cells, 
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sometimes of abnormal appearance. The picture is quite unlike that found 
in any other condition. 

(4) Reticulosis and reticulo-sarcoma.—The marrow shows groups of ab- 
normal reticulum cells or even reticulo-sarcoma cells at a time when no 
peripheral enlargement of lymph glands is present to suggest the cause of 
the patient’s anzemia. 

(5) Gaucher's disease.—This is a rarity, and the grossly enlarged spleen 
will have suggested the diagnosis; but the appearance in the marrow smears 
of reticulum-cells stuffed with abnormal lipoid is diagnostic. 

In another group of diseases, marrow examination gives information 
which, though not diagnostic by itself, is important for sorting out the 
diagnosis. 

(6) High colour-index (macrocytic) anemia.—Such a blood picture is, of 
course, present in pernicious anemia and the conditions mentioned in para- 
graph 1 of this section. It can also occur in leukemia and in myelomatosis 
which will be diagnosed by the marrow findings. A cellular normoblastic 
marrow suggests the possibility of a hemolytic anemia; a marrow with 
relatively few cells, and those mostly lymphocytes, monocytes and plasma 
cells, suggests an aplastic type of anemia. Hypoplastic marrows with 
moderate diminution of all cell types can occur in anemia due to myxcedema 
and to renal failure, and the anemia may be of macrocytic type. The 
differential diagnosis between these conditions is made from the history, 
the clinical findings and the appropriate laboratory tests. 

(7) Purpura and other hemorrhage associated with a low blood platelet 
count.—Marrow examination helps to sort out the primary from the 
secondary forms. This is important because the treatment and prognosis 
of the two forms is quite different. In primary thrombocytopenic purpura 
the marrow shows increased activity of normoblasts, and megakaryocytes 
are present though they may not be forming platelets. Examples of secondary 
causes of low platelet hemorrhage are aplastic anemia and leukaemia; both 
these conditions have characteristic marrow pictures quite distinct from that 
of the primary disease. 

(8) Malignancy.—Sometimes, secondarily infiltrating cells from malignant 
tumours occur in the marrow smears. Such a finding has been known to be 
the first clue to the cause of a patient’s anaemia. 


INFORMATION REQUIRED 
Marrow examination is hardly ever carried out by the practitioner himself, 
but most hospitals will undertake it as an outpatient procedure, and it is 
useful to know what is done and what information should be sent with the 
patient. This information should include the peripheral blood count and it 
is helpful to point out any striking clinical signs and to state what is the 
clinical differential diagnosis. For example: is there enlargement of the 
spleen or lymph glands? Is bone pain present? Is this a case of suspected 


pernicious anamia, or is a hemorrhagic diathesis present? 
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METHOD 

The marrow is obtained by pushing a suitable needle of special type 
through the bone of either the sternum or the iliac crest. The sternum is 
best for adults, the iliac crest for children under 15; in infants under the 
age of 6 months, the shaft of the tibia is punctured. In adults a local anzs- 
thetic, 2 per cent. procaine, is infiltrated over the site which is usually the 
centre of the manubrium, special care being taken to infiltrate the peri- 
osteum. The patient inevitably feels some pricking at this stage. When the 
anzsthetic has taken effect, the marrow needle is pushed vertically through 
the anterior sternal plate into the marrow cavity. The stilette is then with- 
drawn and a long 1-ml. syringe attached; 0.2 ml. is drawn off and this is 
sufficient for making smears and a cell count. A larger syringe gives the 
patient a great deal of pain when suction is applied. The whole procedure 
should not take more than three minutes. The needle is withdrawn and 
hzmostasis assured by pressure over the puncture site. A plaster is put over 
it and the patient allowed to rest on the couch for fifteen minutes or so. 
The smears are made directly on to slides and stained within an hour for 
the best results. A little marrow is also put into citrate for the cell count, 
but this is never used for making the smears. 

If the iliac crest is chosen, the site is a little way behind the anterior 
iliac spine. A special needle with a handle gives better control. For children 
I prefer to have a general anesthetic given, even if this involves a day in 
hospital. The actual puncture procedure takes two minutes at the most, so 
only a small amount of anzsthetic needs to be given. 

The marrow smears are best stained with Jenner-Giemsa stain. 


INTERPRETATION 
The results are sent to the practitioner in one of two forms:— 

(1) A differential count may be supplied on a form; this will show the 
relative percentages of the normal sixteen or so types of cell distinguish- 
able, plus any abnormal types. 

(2) Such a list is pretty baffling to anyone except a hematologist who is 
looking at this sort of thing frequently. It is therefore usual to provide a 
* qualitative assessment’, whether or not the actual figures are given. Such 
an assessment should teil the practitioner about the cellularity, and the dis- 
tribution of the main types of cell: i.e. erythroblasts, granulocytes, lympho- 
cytes and others, and the presence of any abnormal cells. It should end 
with an opinion about the significance of the findings. For example:— 

(a) 60,000 cells per c.mm. Granulocytes of normal type predominated ; there were 
adequate normoblasts with some early forms present ; some mitoses seen in granulo- 
cytes and normoblasts ; other cells few, megakaryocytes present. No abnormal cells. 
Opinion: normal active marrow. 

(b) 80,000 cells per c.mm. Erythroblasts predominate ; these are nearly all megalo- 
blasts of various stages and pro-erythroblasts ; many giant metamyelocytes present ; 
plasma cells increased. Opinion: appearance compatible with pernicious anemia or 
one of the other megalcblastic anamias. 
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This gives a clear lead to the practitioner. If he suspects pernicious anzmia, 
he has a test meal done to check the diagnosis; if the patient is an adolescent, 
he or she should be sent to a hospital outpatient clinic for full investigation ; 
if the patient is pregnant or in the puerperium, the diagnosis is megalo- 
blastic anemia of pregnancy and folic acid treatment can be given. 


(c) 10,000 cells per c.mm. Lymphocytes of normal types predominate, a few 
normoblasts and granulocytes, and no megakaryocytes are present; also a few 
plasma cells and monocytes. Opinion: aplastic anzemia. 

Most patients with blood diseases sufficiently severe to make a marrow 
puncture necessary will be sent to a consultant physician for advice, and he 
is likely to be the one who orders this investigation. But the practitioner 
can be of great assistance if he knows what is involved and remembers the 
rule of no treatment other than simple iron preparations. There must be 
few places in Great Britain where consultant advice cannot be obtained in 
a short time for patients with serious blood disease, so no harm will come 
from refraining from treatment in this way. 





REVISION CORNER 
BALANITIS 


Ir would be more correct to use the term balanoposthitis, which is an 


inflammation of the surface of the glans penis and the inner surface of the 
prepuce. The glans penis (though rarely) may be affected in the circumcised. 


CLINICAL PICTURE 

The clinical picture is swelling and redness of the prepuce, which on being 
retracted discloses patches of erosion of the surface, bright-red in colour 
and associated with a yellowish slimy and offensive discharge. The raw 
surface is tender and may ooze blood. Swelling of the prepuce may prevent 
retraction and it may be difficult to see the urethral meatus. There may be 
red inflamed streaks along the penis and tender enlarged inguinal glands. 
In very severe cases ulceration of the glans penis may occur and cause 
extensive sloughing of the glans and prepuce. 

The patient usually feels itching, then pain at the tip of the penis, and 
some burning or pain on micturition. It is difficult or impossible to retract 
the prepuce for cleansing. A discharge of yellow and foul-smelling material 
oozes from the orifice of the inflamed prepuce. The condition may occur a 
few days after coitus and is then suspected of being gonorrheea. 


COMMON CAUSES 

Many cases are non-venereal and are due to a long and tight prepuce. If 
cleanliness of the penis is neglected, especially in warm weather or when 
very active physical exercise is taken, superficial ulceration quickly develops. 
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Some cases are due to sand or grit, to rough clothing, or contact with 
irritants contaminating the hands or clothing. 

Infections of the area are common, and many cases of gonorrhea and non- 
specific urethritis have balanitis. Recurrent infections from coitus with a 
woman who suffers from leucorrhcea is often observed. Active homosexuals 
who practise anal coitus likewise develop balanitis. Trichomonas vaginalis 
acquired from a woman with this parasite in her vagina can cause balanitis 
and urethritis. It often causes a subacute inflammation with a slimy ‘fishy’ 
type of discharge. This can be cured rapidly by cleanliness, but the parasite 
may remain in crevices, especially in the region of the frenum, and such 
men are likely to be ‘carriers’ and reinfect their sexual partner. Fungous 
infections are commonly associated with glycosuria and may be recognized 
by observing tender fissuring and sodden skin at the preputial orifice, with 
little ulceration or discharge. 

Chemical irritation is associated with the application of antiseptics to dis- 
infect the penis, usually with the idea of preventing venereal infection. We 
have seen severe irritation and ulceration caused by ‘lysol’, ‘dettol’, potas- 
sium permanganate crystals and strong solutions of mercuric chloride. 
Some men become sensitized to a contraceptive cream or jelly. In such cases 
there is irritation, redness and swelling, but seldom ulceration. Recovery 
is spontaneous and rapid but relapse follows every coitus in which there 
is contact with the contraceptive to which they are allergic. 


LESS COMMON CAUSES 
In Reiter’s syndrome, on about the tenth day there is often balanitis cir- 
cinata; this consists of plaques of superficial erosion of the glans and inner 
surface of the prepuce. This spreads slowly and may involve the scrotum, 
but eventually it heals spontaneously and only needs to be kept clean 
and dry. 

Herpes genitalis is characterized by redness, itching and development of 
crops of vesicles, which tend to ulcerate and usually heal rapidly. Frequent 
recurrences occur over a period of a year or longer and are often precipi- 
tated by coitus or irritation. Such cases are non-contagious and tend to 
spontaneous cure. Applications of spirit and dusting powder after washing 
minimize the frequency of recurrences. 

Senile.—Some elderly men develop atrophic areas on the glans which may 
become eroded and heal slowly. 

Balanitis xerotica obliterans is a rare condition in which atrophy and de- 
generation of areas of epithelium occur on the glans penis and lead to 
cicatricial obstruction of the urethral meatus. This condition occurs in 
middle-aged or elderly persons. It is pre-cancerous and biopsy should be 
done of any suspicious area. 

Leucoplakia also occurs occasionally on the penis. 

Patches of lichen planus may occur on the glans, but there is no ulceration 
and they have a distinctive colour. 
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DIFFERENTIAL DIAGNOSIS 

If there is any possibility of venereal infection steps should be taken to 
exclude syphilis, gonorrhea and chancroid. The urine is tested for sugar. 
Trichomonas vaginalis is detected by examination of wet films of secretion, 
especially that collected from near the frenum and inside the urethra. If 
the practitioner cannot carry out immediate microscopic examination for 
Trichomonas vaginalis a swab moistened with sterile saline is used to collect 
the secretion and this is placed in a test tube with about 1 ml. of 
saline. 

It is wise to have a biopsy done in cases presenting chronic ulceration 
or thickening of the epithelium. We have recently diagnosed early carci- 
noma in two instances in which the clinical appearances were quite atypical. 


TREATMENT 

The prepuce should be retracted as fully as possible and the area cleansed 
thoroughly with warm saline thrice daily, or oftener. If retraction is im- 
possible the subpreputial sac should be syringed or irrigated frequently 
with saline or I : 10,000 potassium permanganate lotion. A “T’ bandage, sus- 
pensory or ‘Jock strap’, gives comfort and enables an absorbent dressing 
to be worn and so protects the clothing. Penicillin should not be adminis- 
tered as this prevents a diagnosis of syphilis. Sulphadimidine, 1 gramme four 
times a day for five days, usually speeds recovery. If ulceration or adenitis 
is severe, streptomycin, 1 gramme daily for three days, may be injected in 
addition to oral sulphonamides. 

Very rarely dorsal incision of the prepuce is indicated, usually to prevent 
gangrenous ulceration of the glans associated with the spirillum of Vincent’s 
angina. 

Circumcision for congenital phimosis is better postponed until all infec- 
tion has been eradicated—usually within two weeks. It is amazing how 
inflammatory phimosis may recover, and operation be unnecessary. 

Fungous infection responds to appropriate fungicidal creams; if asso- 
ciated with sugar in the urine it usually disappears spontaneously and 
rapidly when the glycosuria is cured. If recurrent the consort should be 
examined for vaginal thrush. 

Trichomonas vaginalis infestation will clear up if treated with any mild 
antiseptic and the area kept dry with ‘baby powder’. But investigation of 
the urethra and prostate is necessary, otherwise the man may remain a 
carrier. Chemical irritations and ulcerations require only saline irrigation 
to remove the irritant, and future protection from the cause. A change of 
contraceptive technique may be indicated. If necessary, advice on the avoid- 
ance of venereal infections may be given. Where the prepuce is long but 
not tight undue moistness may be prevented by daily applications of spirit 
and then dusting powder. 

Senile balanitis and balanitis xerotica may respond to prolonged use of 
a lotion or cream containing a cortisone preparation. Prolonged observation 
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is required. If the meatus is stenosed a plastic operation (meatotomy) or 
repeated dilatation is indicated. 


SUMMARY 

Many cases of balanitis are non-venereal and due to a long or tight prepuce, 
with localized infection. Others may accompany the common venereal 
diseases. Local cleansing with saline, and sulphonamides by mouth, cure 
the majority rapidly. Circumcision, if necessary, should be done later. 
Some rarer causes and associated conditions of the male genitals are 
mentioned. 

ROBERT LEES, M.D., F.R.C.P.ED. 


Physician in charge of Department for Venereal Disease, 
Royal Infirmary, Edinburgh; Lecturer on Venereal 
Diseases, University of Edinburgh. 


USES AND ABUSES OF VAGINAL DOUCHING 


VaGINAL douching is probably one of the oldest forms of gynzcological 
treatment and also probably one which has done more harm than almost 
any other procedure. It is an example of a method of treatment, the indi- 
cations for which decrease as knowledge increases and methods of treatment 
improve. 
USES 

Cleansing.—F or centuries douching has traditionally been used for cleansing 
of the vagina and in many countries it is still a common practice. In fact, 
the normal healthy vagina possesses a most efficient defence mechanism 
and douching is never necessary for women in normal health. 

Douching for the purpose of cleansing is essential in cases in which 
certain types of pessary are used, particularly rubber ring pessaries. Many 
gynzcologists are now using rings made of plastic for the treatment of 
prolapse. Plastic rings do not cause offensive discharge and one of their 
great advantages is that douching can be dispensed with entirely or only 
used infrequently, say weekly. 

Prevention of infection —Douching has traditionally been employed for 
the prevention of infection, particularly with venereal disease. As a preven- 
tive method it is, to say the least, of doubtful value. 

Treatment of infection.—In the last thirty years or so the treatment of 
vaginal infections has been revolutionized. Numerous preparations exist in 
the form of pessaries, vaginal tablets, powders for insufflation, gels and 
others. Douching is a relatively ineffective method of treating most infec- 
tions—the solution used is too dilute and its effect too evanescent, whereas 
a prolonged effect can be obtained by chemicals inserted into the vagina. 
In cases of vaginal infection it achieves little more than cleansing of the 
vagina and removal of purulent discharge. As such it may be of value in 
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preparing the vagina for operation but not as a serious method of treating 
infection. 

Contraception.—For a long time douching has been employed as a 
method of birth control. It has obvious limitations as any effective method 
of contraception must prevent insemination of the cervix. It must be under- 
taken immediately following coitus—a procedure by no means always 
acceptable or convenient, and even then it cannot be considered safe. 
Douching was formerly recommended before and after the removal of 
contraceptive pessaries. The discovery of efficient spermicides has made this 
unnecessary provided the pessary is not removed before eight to ten hours 
after coitus. The Family Planning Association no longer recommends 
douching to women using occlusive pessaries for contraception, but prefers 
to rely on a reliable spermicide, in conjunction with the pessary. 

Sterility.—The use of an alkaline pre-coital douche is recommended in 
some cases of sterility. This method is chiefly of use when the sperm count 
is high, but the post-coital test reveals few sperms or none in the cervix. 
Sperms rapidly die in the acid medium of the vagina but thrive in the 
alkaline mucus of the cervix. Sodium bicarbonate solution may be used or 
the proprietary alkaline powder ‘nutrisal’ (Ortho). Such a practice should 
only be advised after due investigation of husband and wife and in cases 
in which it is suggested that the acid vaginal secretion is impairing insemina- 
tion of the cervix. 

Chronic pelvié sepsis. —The use of warm douches has been recommended 
in the treatment of chronic salpingitis. In these cases the douche should 
consist of at least six pints (3.5 litres) of warm water or saline, given very 
slowly over a period of twenty minutes or so. An alternative is Elliott’s 
bag; this rubber bag is inserted into the vagina and warm water allowed to 
circulate through it. Both methods act by applying warmth to the pelvic 
organs and thus relieving pain and congestion. In modern gynecology, pelvic 
short-wave diathermy is to be preferred. 

Abortion.—Douching or ‘syringing’ is a traditional method of inducing 
abortion. The aim must be to force a solution of soap and water or an anti- 
septic into the uterine cavity. This may be attempted by an abortionist or 
by the woman herself. It is a method fraught with grave dangers. 


METHODS 

Vaginal douches may be administered in two main ways. The first and 
safest is the use of a douche can with a rubber tube and vaginal nozzle. 
The solution is poured into the vagina by the force of gravity. Douche cans 
are generally supplied in enamel and in capacities varying from one to three 
pints. Various types of syringe, generally in rubber, may also be used. 
There is the traditional ‘Higginson syringe’. Other types include douche 
bags and whirling sprays. These are convenient in size but difficult to clean 
and liable to perish in time. There is a danger that the use of excessive 
pressure may force the solution into the uterine cavity. 
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Plain water may be used for douching for cleansing purposes. A physio- 
logical solution consists of lactic acid, 60 minims (4 ml.) to one pint (0.5 
litre) of water. An alternative to lactic acid is vinegar, also in the proportion 
of a teaspoonful to the pint. Saline is sometimes used. For an alkaline 
douche, a teaspoonful of bicarbonate of soda may be added to one pint of 
water; in sterility cases ‘nutrisal’ is recommended. Douching with alum 
was formerly used in cases of vaginal discharge with the idea that the 
astringent action of the solution would lessen the discharge. This is now 
obsolete. Antiseptic solutions have been widely used in the past for cleansing 
the vagina, for prevention of infection and for the treatment of discharge. 
The risk of chemical vaginitis makes such procedure inadvisable. 


DANGERS 
Douching the vagina is a procedure which carries certain risks. 

Trauma.—There may be injury to the vaginal wall if excessive force is 
used in inserting the nozzle. Scalds may be incurred by the use of too hot 
a solution. Accidental injection into the bladder can occur. 

Chemical vaginitis.—The use of strong solutions of antiseptics may set 
up a chemical vaginitis with severe soreness and discharge. It is wisest, on 
the whole, to restrict vaginal douching to the use of plain water or of 
physiological solutions such as lactic acid, vinegar or saline or to sodium 
bicarbonate where indicated. 

Infection.—The risk of infecting the vagina is not great unless a dirty and 
infected apparatus is used. There is a serious risk, however, of infection if 
the solution is injected into the uterus, particularly when douching is used 
to induce abortion. These infections may lead to endometritis, salpingitis 
and septicemia. Infection with Clostridium welchii is a well-known conse- 
quence of criminal abortion and the result may prove fatal. 

Hemorrhage may occur where an induced abortion is incomplete. It may 
occur from the vagina in cases in which potassium permanganate is used as 
an abortifacient. 

Embolism is mainly a risk where douching is employed in pregnancy. 

Pregnant women should never douche. Especially dangerous is the use of 
a syringe. Air may be forced into the uterine blood vessels with consequent 
fatal air embolism. Embolism with soap or disinfectant solutions may lead 
to intravascular hemolysis, also with fatal consequences. 


CONCLUSIONS 

It will be seen that in modern practice the indications for vaginal douching 
have greatly diminished. The healthy vagina possesses its own excellent 
defence mechanism and in general this is best left undisturbed. In many 

cases the dangers of douching outweigh its advantages. 
JOSEPHINE BARNES, D.M., F.R.C.S., F.R.C.O.G. 
Assistant Obstetrician and Gynecologist, Charing Cross 
Hospital and Elizabeth Garrett Anderson Hospital. 





NOTES AND QUERIES 


Penicillin in Streptococcal Infection 
Query.—After hemolytic streptococci belong- 
ing to Lancefield’s group ‘A’ have been found 
in a case of tonsillitis, treatment with penicillin 
has been given for ten days. Are there any 
special precautions as regards follow-up which 
should be taken for the prevention of rheumatic 
disease? 
Repty.—Adequate penicillin treatment of 
hemolytic streptococcal sore throat will usually, 
but not always, eradicate the streptococcus. If 
adequate doses have been given, the chances 
are that the organism has been eradicated but a 
further swab should be taken after this time 
This course should be sufficient to prevent 
rheumatic fever as a consequence of the original 
sore throat. Only continued daily prophylactic 
penicillin, however, will against the 
acquisition of further hemolytic streptococci of 
different M. types and possibly the further 
complication of rheumatic fever 

Dosage should be 200,000 units of penicillin 
G twice daily by mouth. This should be con- 


protect 


tinued for as long as any undue 

streptococcal infection occurs, e.g. during school 

or university life or during Army service 
Proressor E. G. L. Bywarers, 


M.B., F.R.C.P 


exposure to 


Penicillin Sensitivity 

Query (from a reader in Malaya) 
has taken oral penicillin and does not show any 
untoward reactions after the lapse of a few 
hours or a day, is it then perfectly safe to give 


If a patient 


him parenteral preparations of penicillin or 
procaine penicillin by the intramuscular or 
intravenous route without fear of causing an 
anaphylactoid reaction? 


Rep_y.—The fear of reactions is certainly less if 
penicillin is given by mouth, and the patient who 
is sensitive can usually be controlled more easily 

Again, sensitization appears to occur less readily 
with oral preparations. If then this route is to 
be regarded as a test, the only question is whether 
patients are ever sensitive by the parenteral route 
and not by the oral; this seems very unlikely as 
some absorption is certain to take place, and we 
know of no actual cases. Just as reactions may 
follow any one of a series of injections, however, 
so the injection following an oral dose may be 
the first to give a reaction. It appears that a 
patient who has taken any oral preparation 
within twenty-four hours can be given injections 
with fair certainty that he is not sensitive 

W. Howarp Hucues, M.p 


Exercise Tolerance and 
Angina Pectoris 


Query (from a reader in South Africa).— 
Recently I was called to see a patient, aged 46, 
complaining of retrosternal discomfort after 
exercise for the past two weeks. The history 
suggested angina pectoris. Physical examination 
negative, the blood pressure 120/80 
mm. Hg, and there was no obesity. He had a 
great deal of worry during the past few weeks 
and was looking for more lucrative employment. 

To confirm the diagnosis of angina I used 
the exercise tolerance test. After 14 ‘hops’ he 
developed a ‘tight feeling’ in the region of the 
upper portion of the sternum. Three hours 
afterwards he developed a typical attack of 
coronary thrombosis. Urgent hospital admission 
revealed an anterior infarct. Did the exercise 
tolerance test precipitate the attack? 


was 


Repty.—When cardiac pain (angina pectoris) 
occurs, the underlying physiological disturbance 
is ischemia of a portion of the myocardium. 
Even when the history of such a symptom is 
short, no longer than in this particular case, it 
does not follow that the extent of disease in the 
coronary arterial system is slight. It may, 
indeed, be extensive and affect several major 
branches. Or there may be a progressive ob- 
struction due to layered thrombus in a single 
main arterial branch, often the anterior de- 
scending, which may eventually become com- 
plete. If the occlusive process occurs quickly, 
there is inadequate time for the development of 
sufficient collateral circulation, with the conse- 
quence that when occlusion does take place the 
resulting damage to the myocardium is more 
than it might have been had the 
reduction in blood supply occurred more 
slowly. The balance between survival and 
necrosis of the myocardial cells depends upon 
the availability of an adequate blood supply. 
The dividing line between what is a sufficient 
supply and what is an insufficient supply may 
be very fine; so fine, indeed, that the effect of 
a period of exercise may be to stimulate the 
myocardial needs for an increment in blood 
supply beyond that which can be met in the 
presence of vascular disease, with consequent 
necrosis of the muscle cells even though the 
diseased artery is not completely occluded. 

In any one particular case it is not possible 
to decide the exact part played by exercise and 
it may well be that the cardiac infarction which 
developed in this case would have occurred in 
any event at the time it did. As a working rule, 
it is wise to bar the use of the exercise test for 


extensive 
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the diagnosis of cardiac pain when the total 
duration of the symptom is less than two 
months, and even then to use it only when 
there has been no increase in the symptom 
during that time. If the story is one of pro- 
gressive cardiac pain, the exercise test must not 
be used. In any event, adequate electrocardio- 
graphic study at rest, with serial tracings if 
required, will in the majority of cases do away 
with the need for exercise tests. 

H. G. Lioyp-THOMaS, M.D., M.R.C.P. 


Local Treatment of Chronic Lupus 


Erythematosus 


Query (from a reader in South Africa).—Whilst 
the anti-malarial drugs, such as chloroquine and 
‘plaquenil’, have been accepted as the best 
general treatment for chronic lupus erythe- 
matosus, could you kindly inform me which are 
the best local applications for this disease: (a) in 
the acute phase, (b) in the chronic phase, (c) in 
the ‘cured’ atrophied lesion. 

Is there any application which can be used to 
restore a natural colour to these whitish scarred 
lesions, or, is there any danger of this causing a 
renewed ‘flare up’? 


Rep_y.—Although the cause of lupus erythe- 
matosus is unknown, there is no doubt that it 
is a systemic disease and is not influenced by 
local applications. Most cases, however, are 
aggravated by sunlight and, although complete 
avoidance of direct exposure to sunlight by 
suitable protective clothing is preferable, the use 
of sun protective creams may be of benefit. Such 
creams can be used in each of the three stages 
given in the query; with regard to (c), it is 
doubtful whether one can ever regard the con- 
dition as ‘cured’. A suitable cream was described 
by Russell and Anderson (Lancet, 1950, ii, 247) 
and consists of titanium dioxide 15, bentonite 
10, glycerin 5 and water to 100. This cream 
may be tinted with appropriate colouring matter 
to suit the particular patient. There are several 
suitable proprietary sun protective creams; the 
only ones to avoid are those containing benzo- 
caine, which is a potential sensitizer 

H. R. VICKERS, V.R.D., M.D., F.R.C.P. 


Congenital Nystagmus 
Query.—A child of 8 years has congenital 


nystagmus. Is there any treatment for this 
condition? Vision has improved in the past few 
years (now about 5/60) and he is able to cope 
with a normal school curriculum except that he 
is unable to take part in games. How long can 
he be expected to keep up with normal- 
sighted boys and along what lines should further 
education be directed? 


RepLty.—There is no treatment which will cure 
the abnormal ocular movements in congenital 
nystagmus but much can be done to sharpen the 
retinal image by the accurate correction of 
associated refractive errors and this will tend to 
improve macular fixation. As a rule these chil- 
dren eventually attain visual acuity somewhere 
between 6/36 and 6/18 but are often surprisingly 
little handicapped by the poor definition. Many 
pass through normal school and even perform 
well at games despite this degree of congenital 
defect and, unless absolutely essential, special 
educational methods should not be employed. 
Much, however, depends on whether there are 
any associated cerebral abnormalities 

In general it may be said that sufferers from 
congenital nystagmus are capable of leading 
perfectly normal lives provided they choose an 
occupation where the highest standards of sight 
are not essential. Their visual disability is more 
likely to improve than deteriorate. 

Accurate assessment of the refractive errors of 
constantly moving nystagmoid eyes requires the 
skill of an experienced ophthalmic surgeon, and 
in some general anesthesia may be 
necessary. 


caseg 


HAROLD RIDLEY, M.D., F.R.C.S. 


Acroparesthesia 

Query.—I should be grateful for help in the 
treatment of one of my patients. He is a barman, 
aged 43, who is well-balanced mentally, and 
whose health has been very good 
except for epigastric pain which 
shows up as a deformity of the duodenal cap. 
He now complains of a pain and numbness in 
both arms and hands which have wakened him 
early in the morning for the past vear. If he 
gets out of bed, and exercises his arms, the 
pain and numbness disappear in less than half- 
an-hour. He is not troubled with them for the 
rest of the day. There is no evidence of subacute 
degeneration of the cord or syringomyelia. The 
blood pressure is 104/70 mm. Hg and the urine 
and blood count are normal. He has periods of 
freedom from this early morning pain from six 
to eight weeks, then a recurrence. 
Repty.—This man has acroparesthesia, the 
result of compression of the median nerve in the 
carpal tunnel on both sides. In his case it is 
probably due to his work, particularly polishing 
He may also have gained 


previous 


oc casional 


and washing glasses 
weight recently. 

If there are no signs of damage to the median 
nerve, and no bony changes in the wrists, ask 
him to take a holiday from manual work, to 
rest his hands all he can and to use a light 
cardboard splint on the back of his wrists at 
night to stop them extending. Get his weight 
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down and use one tablet of acetazolamide each 
morning for a fortnight as a diuretic 
He will probably get better on this régime, 
but if he does not, a neurologist should be con- 
sulted in order to decide whether the anterior 
carpal ligament should be divided. 
Dents WILLIAMS, C.B.E., M.D., F.R.C.P. 


Lumbar Puncture Headache 
Query.—Somewhere or other I have read a tip 
to stop the headache which may be experienced 
following lumbar puncture. The tip was that 
before withdrawing the spinal needle, a small 
amount of sterile normal saline is injected, the 
rationale, I believe, being that the headache is 
caused by extravasating cerebrospinal fluid 
I am naturally reluctant to use this hint until I 
am certain about the method. Could you please 
tell me the exact method to be used and whether 
it works? 


Rep.ty.—Post-lumbar-puncture headache is ex- 
tremely unpredictable and one can only say 
that it is more likely to occur in patients who 
are of a nervous disposition and in those suffer- 
ing from disseminated sclerosis. When the fluid 
is abnormal, lumbar puncture headache is less 
likely to follow and there would seem to be 
little evidence to support the theory that the 
headache results from leakage of spinal fluid 
outside the spinal theca. In the past it has been 
customary to encourage patients to lie flat or 
on their faces after the puncture but in my 
experience this has little or no bearing on the 
subsequent development of headache. It would 
seem on the whole undesirable to carry out any 
injection into the spinal theca, for, however 
carefully performed, this might perhaps add to 
the risks of this minor procedure 

Certain steps, however, are helpful in avoid- 
ing this symptom. First, possible after-effects 
are made light of to the patient and headache 
is not mentioned. Anxious patients are often 
helped by an intramuscular injection of 25 to 
50 mg. of promethazine before the procedure 
and, in the event of complaint of headache 
being made afterwards, a further injection of 
promethazine together with a mild analgesic by 
mouth, such as acetylsalicylic acid compound 
tablets B.P.C., may be helpful. Some of the 
headaches that occur are of quite remarkable 
severity and may last for a week or more, 
irrespective of drug therapy 


Davip KENDALL, D.M., M.R.C.P 


The Electro-cautery in General 
Practice 

Query.—I have recently acquired an electro- 
cautery with some surgery equipment and would 
be grateful for advice on what sort of conditions 


AND 
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could be treated in an ordinary general prac- 
titioner’s surgery, and any advice on technique. 


Rep.ty.—Conditions which can be suitably 
treated by the electro-cautery in a general 
practitioner's surgery are :— 

Common warts, spider nevi, subungual 
hematomas, and infected cervical erosions. 
Some gynecologists believe, however, that the 
treatment of choice for infected cervical erosions 
is deep cautery under general anzsthesia. 

Technique can rarely be learned adequately 
from books, and the best way to learn the 
technique of electro-cautery is to attend a skin 
clinic minor operations session and a gynzco- 
logical clinic. If this is impracticable, an 
adequate account of the necessary techniques, 
with good line drawings, is to be found in 
‘Office Procedures’, by P. Williamson (W. B. 
Saunders Co.), and ‘Physical Medicine in 
General Practice’, edited by W. Bierman and 
S. Licht (Cassell & Co., Ltd.). Practice on 
inanimate objects is essential to master tech- 
nique, and if cervical erosions are treated the 
cervical canal must not be touched owing to the 
danger of subsequent stenosis. 

A subungual hematoma can be evacuated 
easily by the electro-cautery. Even the sharpest 
instrument causes some pain due to pressure, 
but burning through the nail over the centre of 
the hematoma is completely painless, as many 
general practitioners have found when using the 
red-hot end of a straighteried-out paper clip. 

Denis CRADDOCK, M.B., CH.B., D.OBST.R.C.O.G. 


Exercise at Home 
Query.—In view of the possible correlation 
between coronary artery disease and lack of 
exercise, I have been encouraging my male 
patients of 30 to 50 in sedentary jobs to keep fit 
and take exercise. I am often asked ‘What 
exercises can be done at home?’ 

Can you recommend :— 

(a) Any simple exercises for keeping fit, or a 
small manual of exercises for fitness. 

(b) Any simple apparatus to exercise: e.g. 
rowing machine. 


Repty.—All explanations of the high incidence 
at the present day of degenerative cardiovascular 
disease, if plausible, are not wholly convincing. 
Among the circumstances and conditions of 
modern life that are incriminated, lack of 
exercise is in my opinion the most important, 
and one can approbate the recommendation to 
sedentary workers to include as a daily routine 
some exercise which imposes a degree of stress 
upon the circulatory and respiratory systems. 
By the term ‘at home’ one presumes indoors 
and in a relatively restricted space. I do not 
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recommend manuals of stereotyped exercises 
that aim at the development of muscles, of no 
advantage in the promotion of ‘fitness’. A simple 
procedure is to lie supine and raise the legs to a 
right-angle to the body. When in this position 
the movements of cycling should be performed 
including the ankle as well as the knee joints, of 
advantage to the peripheral circulation. Sta- 
tionary running is another admirable variety. 


Both these exercises can be graduated in 
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severity as regards both the duration of per- 
formance and the rapidity of the movements, so 
that respiration and cardiac rate are correspond- 
ingly increased. Rowing and similar machines, 
such as a stationary bicycle, have some ad- 
vantage by introducing a more purposive 
element, but they do not seem to be as popular 
nowadays as in the past. 
Sir ADOLPHE ABRAHAMS, O.B.E., M.D., 
F.R.C.P. 


PRACTICAL NOTES 


Prophylaxis of Rheumatic Carditis 
As the result of a carefully controlled investiga- 
tion, W. N. Lim and May G. Wilson (New 
England Journal of Medicine, February 18, 1960, 
262, 321) have reached the conclusion that for 
the prevention of recurrent attacks of rheumatic 
carditis ‘continuous oral penicillin prophylaxis 
has no advantage over adequate penicillin 
therapy as indicated’ provided the children are 
under close medical supervision. Their con- 
clusions are based upon their findings over a 
six-year period in children who had had at least 
one observed attack of active carditis. One group 
of 110 children received continuous oral peni- 
cillin prophylaxis: 200,000 to 300,000 units 
twice daily. In addition, these children were 
given therapeutic doses for ten days during 
respiratory infection, sometimes preceded by 
intramuscular penicillin. Another group of 103 
children received penicillin therapeutically for 
ten days only ‘on indication’: i.e. the onset of a 
respiratory infection. They were then given 
200,000 to 300,000 units four times daily for 
ten days; oral therapy was often preceded by an 
intramuscular injection of 300,000 to 600,000 
units of procaine penicillin. There were few 
reactions attributable to penicillin. Among those 
receiving continuous therapy, four developed 
transient erythematous eruptions that did not 
necessitate cessation of therapy, and in one 
patient treatment had to be stopped because of 
persistent vaginitis. One patient who had been 
on continuous therapy for two years received an 
injection of procaine penicillin one week after 
discontinuation of therapy for cellulitis, and 
allergic purpura developed within twelve hours. 

An analysis of the results shows that among 
the children receiving continuous therapy the 
recurrence rate per 1000 patient months was 
7.5 for those among whom the interval since the 
last attack was less than two years, whilst among 
those with a longer interval it was 3.9. The 
comparable figures for the other group were 
4.6 and 2.4. In other words, ‘there was no sig- 
nificant difference in the recurrence rate of 
active carditis among patients receiving con- 


tinuous oral prophylaxis and those on adequate 
penicillin therapy during a respiratory illness 
when the interval since the last attack was 
considered’, 


A New Artificial Limb 

A NEW type of artificial limb, known as the 
Cape Town artificial limb, for above-knee 
amputation has been produced in the department 
of orthopedic surgery in the University of Cape 
Town. In an article giving a full description 
of the new limb, C. E. Lewer Allen (South 
African Medical Journal, February 13, 1960, 
34, 125) points out that ‘hitherto lower limb 
prosthetics have relied upon a_back-locking 
action at the knee by dorsiflexion, or its 
equivalent, of an equinus foot’. This means that 
the wearers ‘have had to master special actions 
which deviate from normal gait and which 
necessitate extra work with consequent fatigue’. 
Other disadvantages of existing prostheses are 
that they are ‘rough on the clothes and difficult 
to control in public places with close-spaced 
seating’. Further, ‘they become dangerous when 
walking downhill and few amputees are able to 
walk downstairs’. 

In the Cape Town limb the foot and knee are 
coupled together in such a manner that dorsi- 
flexion of the foot produces flexion of the knee. 
This combined action is controlled by incorpora- 
tion between knee and foot-action of a hydraulic 
and spring-bias system. If there is a stump the 
thigh is fitted to a standard-type bucket. If the 
amputation has been through the hip or pelvis, 
a thigh-piece is coupled to a suitable glass-fibre 
pelvic-moulded bucket by means of a hinge 
working on the principle of the ‘Canadian-type 
hinge’. The advantages of the new limb include 
a reduction in the need for the ‘ungainly out- 
ward swing of the standard prosthesis’, whilst 
‘the constant control during bending of the 
knee makes for safety, comfort and more normal 
habits of walking’. The mechanisms required 
to obtain these actions have been so simplified 
that it has become possible to enclose them in 
‘a light, metal, skeleton-like housing’ which 
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‘gives a softer and more pleasant limb to live 
with, which does not harm the clothing’ 


Cesarean Section 

IN competent hands and with skilled anesthesia 
‘the risk to the infant from the operation of 
Cesarean section is minimal’, according to Kate 
Campbell (Medical Journal of Australia, Feb- 
ruary 6, 1960, i, 198), who has analysed the 
results in 1,159 Cawsarean sections performed in 
two hospitals in Melbourne between 1953 and 
1957. The clearest picture of the risk of the 
operation per se is obtained from those cases in 
which it has been performed because of dis- 
turbances of the mechanism of labour: e.g 
contracted pelvis, disproportion, abnormal pre- 
sentation, disordered uterine action. This is 
because in these cases the mothers, by and large, 
are in normal health and there are no other 
obstetric difficulties present to complicate the 
result of the operation. In the present series, 
among the 850 infants delivered by Cesarean 
section for this reason, there were seven deaths 
giving an over-all mortality rate of 0.83° 
Three of the deaths were due to congenital mal- 
formation, and one infant died of staphylococcal 
pneumonia at the age of 2 weeks. If these are 
excluded, this leaves three deaths among 846 
live-born infants, all due to atelectasis: a mor- 
tality rate due to the operation of 0.35 
Placenta previa was the indication for Cesarean 
section in 108 cases, and there were nine deaths: 
a mortality rate of 8.3%. Only three of these 
occurred in the 79 full-term infants; the re- 
maining six occurred among the 29 premature 
infants. There were no deaths in the 36 cases of 
prolapsed cord occurring during labour, but six 
in the 28 cases in which prolapse occurred before 
the onset of labour. There were seven deaths 
in the 52 cases in which toxemia and hyper- 
tension were the indication for performing 
Cesarean section. Only one of these occurred 
among the 24 full-term infants, and this was an 
infant with a congenital defect and atelectasis 
Of the six deaths among the 28 premature 
infants, three were due to atelectasis. The over- 
all mortality for the whole series of 1,159 cases 
was 32 (2.85°,): 11 among the 1,028 full-term 
infants (1.07%), and 22 among the 131 pre- 
mature infants (16.8°,). 


Frozen Shoulder and 
Thyrotoxicosis 

ATTENTION is drawn by B. E. Oldham (Neu 
Zealand Medical Journal, December 1959, 58, 
766) to the association of thyrotoxicosis and 
frozen shoulder. He reports five such cases, in 
all of which recovery of the shoulder condition 
occurred ‘rapidly and completely’ following con- 
trol of the thyrotoxicosis, either by surgery or 
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by drugs or radioactive iodine. In three of the 
patients both shoulders were involved. Three of 
the patients had a diffuse toxic goitre, whilst 
two had a nodular toxic goitre. A review of the 
literature suggests that the association between 
the two conditions is less common in the case of 
toxic adenomatous goitre than in the case of 
diffuse toxic goitre. In the case of the former 
the incidence of association of the two conditions 
is said to be 3.3%, compared with 6% to 7% 
in the case of the latter. No explanation is yet 
forthcoming why the two conditions should 
occur together. 


Intravenous Iron in Pregnancy 

ESPECIALLY in countries, such as the United 
States, where blood for transfusion is difficult 
and expensive to come by, intravenous iron is 
‘the method of choice of iron replacement’ in 
pregnant patients with iron-deficiency anamia 
who are refractory to oral therapy, according to 
W. W. Bare and A. A. Sullivan (American Journal 
of Obstetrics and Gynecology, February 1960, 79, 
279). This conclusion is based upon their 
findings in an investigation of 104 pregnant 
patients with hypochromic anemia who, in 
spite of prolonged oral iron therapy, had still a 
hemoglobin of less than 10 g. per 100 ml. at the 
30th week. Alternate patients received blood 
transfusions (50 patients), and intravenous 
saccharated iron in divided doses (54 patients). 
Injections of iron were given thrice weekly, 
100 mg. being administered at the first injection, 
and 200 mg. in subsequent injections. The 
volume of blood given was 500 ml. per trans- 
fusion. The results showed that those patients 
with less than 8 g. of hemoglobin per 1oo ml. 
of blood responded almost twice as well to 
intravenous iron as they did to blood. When the 
hazmoglobin was over 8 g. per 100 ml., the 
response to both forms of treatment was the 
same. Side-effects occurred in three of those 
receiving blood: a generalized urticaria in two, 
and precordial pain and syncope in one. In the 
case of those receiving intravenous iron, side- 
effects occurred on sixteen occasions: pain at the 
site of injection or along the vein (4), nausea (1), 
flushing (1), syncope (5), dyspnoea (2), numb- 
ness of the forearms (1), generalized urticaria 
(1), acute back pain (1). As the number of 
injections of iron given was 279, the incidence 
of side-effects is 5.7% (almost exactly the 
same as with blood transfusions), but it is 
noted that in three patients ‘the symptoms were 
of alarming enough severity to warrant dis- 
continuance of further treatment’. In spite of 
this, the authors conclude that intravenous sac- 
charated iron is ‘the method of choice in the 
average prenatal patient with iron-deficiency 


anemia’. 
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Drugs, Airmen and Motorists 


ATTENTION is drawn by E. Evrard (Bruxelles- 
Médical, February 14, 1950, 40, 215) to the 
dangers attached to the administration of certain 
drugs to air pilots while they are on flying duty. 
These dangers are well recognized by Air Force 
medical personnel and the medical advisers of 
civilian air lines, but they are not so well 
appreciated by other members of the medical 
profession. There is therefore a danger of a 
civilian doctor prescribing these drugs to an air 
pilot and not ordering him to refrain from flying 
duty for a period. To warn civilian doctors of 
the dangers involved Evrard gives details of 
some of the drugs which should not be pre- 
scribed in this way. Pilots are banned from 
flying duty while they are receiving antihista- 
mines—and for at least twenty-four hours after 
their administration has been stopped. The use of 
antihistamines as air-sickness remedies is com- 
pletely contraindicated in the case of pilots. 
Caution must be exercised in the prescribing of 
nasal decongestants of the naphazoline type 
because of the risk of the active ingredient being 
absorbed and causing mydriasis or nervous in- 
coordination. Equal care is required in the 
prescribing of drugs of the atropine-hyoscine 
group which are now being used to an increasing 
extent in the treatment of peptic ulcer; here 
again, the risk is the effect that may be produced 
on vision. In the case of antibiotics, there is 
little risk attached to the use of penicillin, chlor- 
amphenicol and oxytetracycline, but care must 
be exercised in the case of streptomycin because 
of the possible effects on the vestibular apparatus. 
There is also some evidence that in certain 
individuals chlortetracycline may affect orienta- 
tion. Because of the sense of fatigue they some- 
times induce, flying is also forbidden while a 
pilot is taking sulphonamides and for at least 
twenty-four hours afterwards. Flying is also for- 
bidden while a pilot is taking any central nervous 
system stimulant, such as amphetamine or caf- 
feine, any sedative, tranquillizer or ganglioplegic 
drug. A practitioner who prescribes any of these 
drugs to an air pilot must take immediate steps 
to ensure that the air company concerned is 
informed of the fact. If these restrictions are 
applicable to pilots, comparable caution should 
be exercised in the case of motorists. 


The Irritancy of Soap 

ALTHOUGH there is some doubt whether the 
ordinary use of soap often causes damage to the 
normal skin, it is generally accepted that irritant 
properties may be demonstrated under appro- 


priate conditions. F. Ray Bettley and E. 
Donoghue (British Journal of Dermatology, 
February 1960, 72, 167) report further in- 
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vestigation into the problem of ‘the precise 
factor or quality of soap which is responsible for 
this irritant property’. Their conclusion is that 
‘the irritancy of soap depends in some degree 
upon the presence of fatty acids of lower 
molecular weight’. They were unable to detect 
any irritant effect due to alkalinity. When both 
of these factors are eliminated, there remains an 
irritant property which is not simply the effect 
of detergency since it is not equally shown by a 
soapless detergent. Thus, they found that 1% 
‘teepol’ (a soapless detergent consisting chiefly 
of alkyl sulphates) gave a negative reaction in 
95% of 157 subjects, compared with 73% 
negative reactions with 1% toilet soap. When the 
‘teepol’ was alkalinized to pH 10, however, the 
proportion of negative reactions fell to 85%. 
This increased irritancy of alkalinized, as 
opposed to neutral, ‘teepol’ is attributed to the 
‘teepol’ increasing the permeability of the outer 
layers of the epidermis and so allowing the 
alkali to exert an irritant effect. The irritancy 
of soap, though partly due to its fatty acid 
content, is also related to its ability to modify 
the epidermal barrier layer, so allowing solutes 
to reach the malpighian layer more easily and 
set up irritation. 


Safer Smoking 

As ‘the available studies indicate that a reduc- 
tion in the yield of smoke condensate and a 
reduction in the amount that comes in contact 
with the lung will be followed by a reduction 
of the risk of lung cancer’, E. L. Wynder and 
D. Hoffman (New England Journal of Medicine, 
March 17, 1960, 262, 540) put forward the 
following ‘practical suggestions’ that should 
lead towards reducing the risk of cancer of the 
respiratory tract among smokers: 

(a) Moderation of smoking for those who can- 
not give up the habit. 

(b) Smoke filter-tipped cigarettes with the 
lowest yield of smoke condensate. The authors’ 
investigations have shown that there is still an 
‘important difference’ in the smoke condensate 
of different filter-tipped cigarettes, but they 
report that ‘a significant improvement in amount 
of smoke condensate has taken place in the 
majority of the filter cigarettes in the United 
States during the last two years’. 

(c) Avoid smoking to the butt since there is 
significantly more smoke condensate in the 
latter part of the cigarette. In a king-size 
cigarette, for instance, the second half of the 
cigarette contains 43°% more smoke condensate 
than the first half. The ideal advice therefore is 
to discard the cigarette after smoking half of it. 

(d) Do not inhale deeply, as such a practice 
leads to much greater absorption of smoke con- 
densate by the lungs. 
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REVIEWS OF BOOKS 


Progress in the Biological Sciences in 
Relation to Dermatology. Edited by 
ARTHUR ROOK, M.D., M.R.C.P. London: 
Cambridge University Press, 1960. Pp. 
480. Illustrated. Price 84s. 

A RECORD of a symposium held at Cambridge 

in the autumn of 1958, this book makes fas- 

cinating reading. Anatomists, physiologists, 
biochemists, pathologists and psychiatrists have 
combined to produce a kaleidoscopic picture of 
the impact of science on the art of dermatology. 

A list of the titles of some of the various dis- 

cussions indicates the scope of the book: “The 

melanocyte and melanogenesis’, ‘Cutaneous 
innervation’, “The histochemical investigation 
of the skin’. In addition, there are sections on 

‘Bacteriology and mycology’, ‘Immunology’, 

and ‘Inflammation’. ‘Psychophysiological mech- 

anisms’ are discussed by a psychiatrist, a clinical 
psychologist, an experimental psychologist, and 

a dermatologist, and there is even a short section 

on ‘Comparative medicine’. The sections on 

‘Carcinogenesis’ and ‘Radiation and the skin’ 

are admirably complementary, and the book 

ends with two papers on pharmacology 

An admirable series of illustrations and a 
selectively comprehensive list of references add 
considerably to the interest and value of the 

book. The editor is to be congratulated on a 

job well done. His careful compilation will be 

studied assiduously, not only by all dermatolo- 
gists but also by many general practitioners. It 
is an outstanding contribution to a branch of 
medicine which hitherto has 
neglected by the ‘back-room’ boys. 


The Human Integument: Normal and 
Abnormal. Edited by STEPHEN RorTH- 
MAN. Publication No. 54 of the American 
Association for the Advancement of 
Science. London: Bailey Bros. & Swin- 
fen Ltd., 1959. Pp. 260. Illustrated. 
Price 60s. 

Tus work is a product of the modern tendency 

to approach common dermatological problems 

through science. It consists of twelve papers by 
different authors, nine of which describe recent 
progress in scientific knowledge in four fields, 
with special emphasis on work performed by the 
writers themselves. Broadly speaking the sub- 
jects chosen are: the function of the skin as a 
protective barrier against adverse environmental 
factors; the physiology of the blood circulation 
in the skin, with particular reference to its 
thermoregulatory function and the mechanisms 
of its reactions to various kinds of injury; the 
disturbances 


tended to be 


pathogenesis of acne and other 


affecting the pilo-sebaceous apparatus; and, 
finally, the pathogenesis of malignant disorders 
of the epidermis and its appendages. The 
remaining three papers are clinical and are 
presumably intended to round off the symposia; 
they deliver no fresh messages, however, and 
seem unnecessary in a work of this nature. 

The scientific papers would appear to be 
intended for an audience of dermatologists. 
They summarize a considerable quantity of 
interesting work and repay the effort of careful 
reading. Dermatologists in the modern era find 
it necessary to keep abreast with this type of 
literature and do so avidly, although it is not 
always easy for those with little or no technical 
experience (obviously the great majority) critic- 
ally to appraise its value. 


Pyelonephritis. By FLetcHeR H. Co.sy, 
M.D. Baltimore: The Williams & Wilkins 
Co., 1959; London: Bailliére, Tindall & 
Cox Ltd., 1960. Pp. 214. Illustrated. 
Price 60s. 

PYELONEPHRITIS in its various forms is probably 
the commonest of the serious renal diseases. 
There is ample reason therefore for the publica- 
tion of this book which, we are told, is written 
mainly for the general practitioner and the 
undergraduate. The disease is discussed fully 
but not at undue length. The book is well 
documented with instructive case histories and 
liberally illustrated with excellent reproductions 
of x-ray plates. Parts are rather sketchy, for 
example, the section on normal and impaired 
renal function, but there are good chapters on 
pyelonephritis in infancy and childhood, preg- 
nancy and diabetes. The author stresses the 
importance of thorough examination of the 
urinary tract in chronic or recurrent cases, par- 
ticularly when they occur in childhood. Although 
such examinations carry the hazards of radiation 
and instrumentation, this view will command 
much support. 

In many respects, the book is well suited to its 
purpose, but readers who demand that books 
should be enjoyable as well as instructive may 
find the style somewhat irritating. 


Fundamentals of Gynecology. By Samuet J. 
BEHRMAN, M.S., M.R.C.O.G., F.A.C.S., and 
Joun R. G. GosLInNG, M.D. London: 
Oxford University Press, 1959. Pp. 416. 
Illustrated. Price 76s. 

Tue authors of this book both won the premier 

award of the University of Michigan for out- 

standing teaching ability. This is reflected in the 
way in which the book is set out and the clarity 
of the writing. As the title implies, the intention 
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is to teach the fundamentals of gynecological 
anatomy, physiology and pathology. Only the 
broad principles of therapy are given and in this 
way much of the controversial side of gynz- 
cology is avoided. The book is primarily one for 
students, but there is much which a post- 
graduate and general practitioner would find of 
great value. The majority of those trained in 
this country would disagree with the emphasis 
laid on routine pelvic examination of girls 
between the ages of 8 and 11 as part of their sex 
education. British and American approaches to 
gynecology are not always the same but this 
useful volume raises few points of disagreement. 
That may be due to the fact that the senior 
author holds his M.R.C.O.G 

The lists of references at the end 
chapter would be of greater value if they were 
not almost entirely to American literature. The 
publishers are to be congratulated on the high 
standard of production. In particular, the photo- 
graphs of histological specimens are 
standing. 


of each 


out- 


Fundamental Techniques of Plastic Surgery 
and their Surgical Applications. By IAN 
A. McGREGor, M.B., F.R.C.S., F.R.F.P.S. 
Edinburgh: E. & S. Livingstone Ltd., 
1960. Pp. 235. Illustrated. Price jos. 

‘THERE are very few books on 

plastic surgery. This one is welcomed as just 

such a contribution that is long overdue. The 
opening chapters on ‘wound care’, ‘the Z-plasty’, 

‘free grafts and flaps’ are admirably set out and 

ably illustrated with excellent line drawings 

and photographs. There are, of course, de- 
ficiencies that from over-simplification 

(the section on needles is an example). The 

second half of the book deals with surgical 

applications of the principles enunciated in the 
first four chapters to general surgery, ortho- 
pedic surgery, hand surgery, and surgery of the 
eyelids. Here, if one may be critical, there is an 
attempt to say too much in too short a space 

As it is, congenital deformities, otorhino- 

laryngology and dermatology are left out 

altogether, and neurosurgery only briefly con- 
sidered. The line drawings are again excellent, 
but the photographs are so closely packed in 
that it is difficult to obtain a clear idea of what 
they illustrate without recourse to visual aids! 

One looks forward to the time when this book 
can be split into two volumes and the illustra- 
tions have been modified for greater clarity 
for instance, excellent line 
drawings could be employed to replace photo- 
graphs. In all, however, this book is full of 
interesting information, not only for the student 
but also for the postgraduate in any surgical 
field. 


small concise 


arise 


more of these 


Postvaccinial Pertvenous Encephalitis. By 
ERNST DE Vries. Amsterdam: Elsevier 
Publishing Co., 1960. Pp. 181. Illus- 
trated. Price 38s. 

WRITTEN by the Emeritus Professor of Neurology 

and Neuropathology in the University of 

Utrecht, this short study comprises a well- 

documented review of the literature of the 

subject, an account of 29 personal cases in which 
perivenous encephalitis was verified by necropsy, 
and a description of 33 post-vaccinial neuro- 
logical illnesses in which the pathological find- 
ings were regarded as radically different. 
Although Dr. de Vries is inclined to accept an 
allergic pathogenesis for the classical cases, he 
opposes the currently fashionable tendency to 
group all post-vaccinial and para-infective 
encephalitides together. He regards ‘microglial’ 
demyelinating perivenous encephalitis as an 
entity, and not, for example, as the florid ex- 
pression of a reaction present in larval form in the 
cedematous and hyperemic brain of fulminating 
post-vaccinial encephalopathy. Whether or not 
the reader accepts the author’s carefully mar- 
shalled arguments will probably depend upon 

whether he is by nature inclined to be a 

‘putter-together’ or a ‘taker-apart’, but in either 

case he will find the book stimulating, readable, 

and full of intriguing clinical observations. 

Why, for example, does subsequent revaccina- 

tion unscathed the patient who has 

recovered from an earlier post-vaccinial en- 
cephalitic illness? 


leave 


Textbook of Toxicology. By KENNETH P. 


DuBots, M.sc., Pu.p., and E. M. K. 
GEILING, P#.D., M.D. London: Oxford 
University Press, 1959. Pp. 302. Illus- 
trated. Price 52s. 
Tuts book is founded on a teaching course in 
toxicology and is intended primarily for 
students. It begins with a very interesting chap- 
ter on the history of the subject. All forms of 
poisoning are dealt with in subsequent chapters 
and the information is up to date. There is an 
excellent, easily readable chapter on radiation 
hazards and a most useful one on household 
poisons. Treatment is not a strong point and 
there are some important omissions. For ex- 
ample, under mushroom poisoning, only atropine 
is advised and antiphallanic serum is not 
mentioned. Selected references at the end of each 
chapter, however, direct the student to more 
detailed texts, but the titles of these are not 
always given. The chapter on toxicological 
analysis gives a fair review of general principles 
and rightly omits technical details. This book 
has successfully accomplished its aim and can be 
recommended to students of toxicology. 
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Diagnostic Biochemistry. By Hatvor N. 
CHRISTENSEN, Pu.D. London: Oxford 
University Press, 195g. Pp. 291. Illus- 
trated. Price 525. 

ABBREVIATED textbooks written at an elementary 

level rarely convey the degree to which present 

speculative and tentative. In 
addition, because they are elementary they often 


concepts are 


avoid reference to recent advances and tech- 
niques. Neither criticism is applicable to this 


volume which covers the ground of clinical 


chemistry in a simple, effective and mature 
fashion. The sections on potassium distribution 
and steroid hormones are particularly valuable 
considering the amount of space available, and 
the final chapter on ‘Getting 
laboratory results’ might with 
made prescribed reading for all medical and 
surgical consultants. The responsibility hospital 
medical staffs have to clinical laboratories is not 
always appreciated. This book would help the 
clinician greatly in the proper integration of this 


discipline with the practice of medicine 


useful chemical 
advantage be 


Biopsy Manual. By James D. Harpy, M.D., 
James C. GRIFFIN, JR., M.D., and JORGE 
A. ROopRIGUEZ, M.D. Philadelphia and 
London: W. B. Saunders Co., 1959. 
Pp. 150. Illustrated. Price 45s. 6d. 

THE aim of the authors of this book is to stress 
the importance of biopsy and to describe the 
methods which are employed to obtain speci- 
mens of tissue for examination by the patholo- 
gist. Most of the systems of the body are dealt 
with but the nervous system is not mentioned 
The illustrations are clear and the text is read- 
able though repetitive and not entirely confined 
to the subject of biopsy. Small procedures are 
described in great detail whereas more difficult 
and specialized methods of examination are only 
briefly referred to. The book can be recom- 
mended to anyone who wishes to know the 
scope of biopsy in modern medical practice but 
it is of little value to the surgeon who has to 
perform the operation. 


Variation on a Theme by Sydenham: Small- 
pox. By P. B. WILKINSON, M.R.C.P. 
Bristol: John Wright & Sons Ltd., 1959. 
Pp. 40. Illustrated. Price 17s. 6d. 

Tuis short monograph contributes little new to 

the knowledge of the subject but sets forth 

clearly and engagingly the precise observations 
of the author during the severe epidemic of 
smallpox in Hong Kong in 1937-38. For descrip- 
tive purposes he divides the cases into four 
groups, toxic smallpox, unmodified confluent 
smallpox, unmodified discrete smallpox, and 
modified smallpox, and devotes a section to a 
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description of each. Not everyone will agree with 
his statement that there is only one smallpox, 
As regards the section on treat- 
ment, it must be remembered that this is an 
account of an epidemic before the introduction 
The outstanding feature of the 
book is the thirty-five pages of excellent photo- 
graphs illustrating all stages of the disease. One 
of these is a reminder that the axilla is not 
always exempt from the eruption. In the caption 
30 the words centrifugal and centri- 
petal have been transposed. 


variola major 


of antibiotics 


under fig 


Anyone who is interested in smallpox or who 
is likely to be confronted with the disease will 
find this book a useful addition to their library 


1 Catalogue of the Portraits and Other 
Paintings, Drawings, and Sculpture in 
The Royal College of Surgeons of England. 
By WiiiiaM LeFanvu. Edinburgh: E. & 
S. Livingstone Ltd., 1960. Pp. 119. 
Illustrated. Price 30s. 

Tue librarian of the Royal College of Surgeons 
of England has performed a notable task in 
this catalogue which is the first 
complete record of what he describes as the 
College’s ‘distinguished collection of paintings 
and sculptures’. Detailed descriptions are given 
of 359 items and in addition to the text there 
are 52 plates of black and white reproduction, 
Unfortunately the 
colouring in the latter is far from satisfactory. 
Mr. LeFanu is to be congratulated on a job 
well done. There have been times when the 
College has been anything but punctilious in 
the care of its treasures and when it has given 
scant support to those responsible for them. 
These days have now gone, and this catalogue 
is a worthy record of its many paintings and 
sculptures 


compiling 


and four coloured plates. 


NEW EDITIONS 
The Hemolytic Anaemias; Congenital and 
Acquired. Part 1. The Congenital Anamias, by 
J. V. Dacie, M.D., F.R.c.P., second edition 
(J. & A. Churchill Ltd., 45s.).—The first 
edition of this book published in 1954 rapidly 
acquired a prominent position among ‘mono- 
graphs essential to the specialist and of great 
value to the general physician. Since then know- 
ledge pertaining to the hemolytic anamias has 
advanced so rapidly and on so wide a front that 
the author finds it necessary to produce this 
new edition in two parts. This volume is devoted 
to the congenital hemolytic anamias and the 
hamoglobinopathies. Like the earlier edition it 
is concise, lucid, yet authoritative. The biblio- 
graphy although necessarily not exhaustive, is 
extensive and should prove valuable to the 
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investigator. This book is highly recommended 
to all interested in the subject. 


Treatment of Cancer and Allied Diseases; 
Volume 3—Tumours of the Head and Neck, 
edited by George T. Pack, M.D., F.A.c.S., and 
Irving M. Ariel, M.D., F.A.C.S., in its second 
edition (Pitman Medical Publishing Co. Ltd., 
£11 115.) contains contributions from seventy 
authors from six different countries. There are 
fifty-two chapters—some by three or four 
authors, each of which is more like an essay on 
the subject than a systematic account. This 
leads to some overlap and failure to connect the 
subject-matter in adjacent chapters—as where 
the indication for operation, operative technique 
and radiotherapy are in separate chapters by 
different authors. As the preface states, ‘the 
reader may select the method best suited to his 
problem’. The inclusion of sections on the eye, 
nose and sinuses, and larynx is unusual; and it 
is surprising to find branchial cyst and thyro- 
glossal cyst described in detail. On the other 
hand there are interesting chapters on methods 
of anesthesia, plastic reconstruction, surgical 
prostheses and methods of relieving pain; and 
an account of speech rehabilitation after 
laryngectomy. 

The book contains a wealth of varied infor- 
mation and in practicaily every chapter there 
are views and facts that are original, personal 
and stimulating. It is beautifully produced and 
lavishly illustrated. 


Drugs of Choice 1960-61, edited by Walter 
Modell, m.p. (Henry Kimpton, £5 1s. 6d.), is a 
worthy successor to the 1958-59 edition. Eight 
new chapters have been added, including “The 
choice of sedatives and tranquillizers in general 
medical practice’, “The choice of an anorexiant’, 
and “The choice of drugs in endocrine dys- 
function’. Written in an easy, dogmatic style, 
it provides an admirable guide to current therapy. 
A little more discrimination would have en- 
hanced its value, but in these days of iatrogenic 
disease it is probably as well to mention much 
publicized drugs even if it is only to damn 
them with faint praise. As was pointed out in 
reviewing the 1958-59 edition, an index based 
upon British approved names would enhance 
its value for readers on this side of the Atlantic. 


Fundamentals of Otolaryngology, by Lawrence 
R. Boies, M.D., third edition (W. B. Saunders 
Co., 56s.).—It is inevitable that the third 
edition of this book should be expanded. The 
author is to be congratulated upon including all 
important new advances. He has none the less 
provided fundamental information for under- 
graduates in a volume of reasonable size. New 
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sections describing the surgical treatment of 
deafness by tympanoplastic procedures are well 
written and well illustrated. Minute details of 
operative technique have been rightly omitted. 
There is a most useful chapter, bristling with 
common sense, which discusses modern medi- 
cation as applied to otolaryngology. It is a joy 
to find that the excessive use of decongestant 
nasal drops has been unreservedly condemned, 
and that ‘rhinitis medicamentosa’ has been 
recognised as a clinical entity. The sections 
relating to vertigo and tinnitus are a little 
disappointing, for the author becomes some- 
what noncommittal and vague. A student of 
average intelligence might well be tempted to 
seek enlightenment elsewhere. The book is 
beautifully produced and illustrated. Is it 
churlish to protest yet again against the fashion- 
able yet irritating misuse of the verb to visualize? 


The Physiology of the Newborn Infant, by 
Clement A. Smith, M.p., third edition (Blackwell 
Scientific Publications, 95s.).—This excellent 
book will once again be warmly welcomed. 
There are 1,355 references quoted and it can be 
taken that the author has certainly read all the 
original articles and more, as well as contributing 
much of his own first-hand experience. It is 
gratifying to see that the help of Dr. Geoffrey 
Dawes at Oxford and of Professor R. A. 
McCance at Cambridge has been sought in their 
special fields and graciously acknowledged. All 
dealing with new-born babies can learn much 
from the wise presentation of facts and theories. 


Practical Notes on Nursing Procedures, by 
Jessie D. Britten, s.R.N., second edition (E. & S. 
Livingstone Ltd., 15s.).—First published two 
years ago, this little book was favourably 
reviewed at that time and the fact that it has 
already proceeded to a second edition confirms 
that it provides a useful reference for day-to-day 
ward procedures. There are no completely new 
sections in this edition but the diagrams have 
been revised and some useful sub-sections added, 
including radioactive isotopes, hypothermia and 
respirators. Some further pruning is required in 
further editions, for procedures such as 
Southey’s tubes and acupuncture are now of 
museum interest only, whilst aerosol therapy is 
an omission that should be rectified. 





The contents of the June issue, which will contain a 
symposium on ‘Psychology and Psychiatry in General 
Practice’, will be found on page A146 at the end of the 
advertisement section. 





Notes and Preparations see page 681. 
Notes from the Continent see page 685. 
Fifty Years Ago see page 68 


J 
Motoring Notes see A ror. 
Travel Notes see page A 10s. 
Bridge Notes see page A 109. 
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Menstrogen treatment of secondary amenorrheea is aimed at restoring 
both menstruation and ovulation. After only four or five months’ 
treatment the restoration of normal pituitary- ovarian activity will 


result in natural cyclic bleeding. 


Menstrogen 


DOSAGE PACKS 

Tablets each containing 
Ethinyloestradiol B.P.... 0.01 mg. 

or I mil. by intramuscular injection Ethisterone B.P. . «ae 10.00 mg. 

In packs of 20 and 60 


4 tablets daily for 5 days 


daily for 2 days Within 3-5 days 
Ampoules each containing 

Ethinyloestradiol B.P.... 0.02 mg. 
bleeding should occur Progesterone B.P.... .. 12.5 mg. 
In packs of 2 x 1 mi. and 6 x I mi. 


after treatment withdrawal 





@) ORGANON LABORATORIES LIMITED 





NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘CENSEDAL’ tablets contain allyl neopenty! bar- 
bituric acid and are intended for use as a day- 
time sedative in the treatment of anxiety, ten- 
sion, phobic states, and ‘senile agitation’. Their 
advantages are said to include: oral administra- 
tion, rapid absorption, and the fact that they 
seldom cause drowsiness. Their duration of 
action is ‘between that of amylobarbitone and 
phenobarbitone’. The manufacturers emphasize 
that this preparation is not effective against 
agitation or anxiety in psychotic patients and is 
not an effective anticonvulsant in epilepsy. 
Available as white scored tablets of 60 or 200 
mg., in containers of 25 and 500. (Pharmaceutical 
Specialities (May & Baker) Ltd., Dagenham, 
Essex.) 


‘HyGrRoTON’ tablets each contain 100 mg. of 
1-0xo- 3 -(3’-sulphamoy] - 4’- chloro-phenyl)-3- 
hydroxy-isoindoline, which is a new oral diuretic 
for use in ‘edema of any origin’ and also in 
chronic glaucoma. It is said to promote a 
diuresis which lasts for at least 48 hours, with 
minimum potassium depletion, and which 
closely resembles natural diuresis, making it 
‘most acceptable’ to the patient. Available in 
containers of 15, 100 and 500. (Geigy Pharma- 


ceutical Co. Ltd., Roundthorn Estate, Wythen- 
shawe, Manchester 23.) 


‘HYPERTENSIN-CIBA’ is a new pressor agent, 
VAL,-hypertensin 11-asp-8-amide, for the 
treatment of shock and collapse. It is said to be 
about ten times more potent than noradrenaline, 
and advantages include: reduced risk of skin and 
superficial tissue necrosis, less likelihood of 
cardiac irregularities, and ‘tachyphylaxis does 
not develop’. Available in 2-ml. ampoules con- 
taining 0.5 mg., in boxes of six. (CIBA Labora- 
tories Ltd., Horsham, Sussex.) 


‘INTRAVAL SODIUM’ suppositories contain thio- 
pentone sodium and are intended for pre- 
anesthetic medication in children. Available in 
strengths of 125, 250 and 500 mg., in containers 
of five. (Pharmaceutical Specialities (May & 
Baker) Ltd., Dagenham, Essex.) 


‘STIMPLETE’ is a ‘pleasantly flavoured’ elixir, 
each 4-ml. teaspoonful of which contains: 25 
mg. of phenobarbitone B.P.; 5 mg. of dex- 
amphetamine sulphate B.P.; 2.5 mg. of aneurine 
hydrochloride B.P.; 1 mg. of riboflavine B.P.; 
0.17 mg. of pyridoxine hydrochloride B.P.C.; 
10 mg. of nicotinamide B.P. It is intended for 
the treatment of mildly depressed, anxious 
patients and ‘to control that empty “‘sinking”’ 


feeling between meals experienced by dieting 
patients’. It helps patients ‘regain their com- 
posure without any increase in anxiety, pro- 
duction of sleeplessness or troublesome pal- 
pitations’. Available in bottles of 4 and 40 fluid 
ounces (114 and 1,140 ml.). (John Wyeth & 
Brother Ltd., Clifton House, Euston Road, 
London, N.W.1.) 


PHARMACEUTICAL NOTE 

Bayer Propucts Ltp. announce that they have 
installed an automatic telephone-answering 
and recording device which operates between 
the hours of 5.30 p.m. and 8.30 a.m. Members 
of the medical profession who have queries 
regarding any of the company’s preparations 
may record them and they will be dealt with as 
soon as the office reopens. The telephone 
number is KI Ngston-upon-Thames 7733. 


NEW APPARATUS 
Hypocuarp is designed ‘to minimize both the 
fear of injection and the pain associated with it’. 
The needle is not seen and it passes through 
the centre of a tightly stretched disc of skin. 
Constructed of stainless metal, it is said to be 


as easy to attach to a hypodermic syringe as is 
a needle. It consists of two parts—a needle- 
holder and a sleeve (which covers the needle 
and moves on pressure)—and is said to be of 
particular use to those who have to inject 
themselves: ‘A patient with a shaky hand can 
manage it without difficulty; the needle can 
neither be bent nor broken’. (Hypoguard, 
35 Hasker Street, London, S.W.3.) 


Tue Vistsce Man is a beautifully constructed 
model of the human body to a linear scale of 1/5. 
The head, trunk and limbs are a perspex shell 
bisected in the coronal plane, so that the bones 
and viscera can be inserted in the correct 
position. These are made of opaque plastic 
material that can be coloured, and cemented 
where necessary to reproduce the skeleton and 
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the internal organs in their correct position and 
mutual relationship. Full instructions are given 
for assembling the model, which should prove of 
real value in helping students of medicine, 
nursing and physiotherapy to revise the basic 
facts of human anatomy. (J. & L. Randall Ltd., 
Merit House, Cranborne Road, Potters Bar, 
Middlesex, price 62s. 6d.) 


GILBERT SCOTT MEMORIAL 
LECTURE 

Tue Gilbert Scott Memorial Lecture for 1960, 
on “The Present Status of Collagen Disease’, 
will be given by Lord Cohen of Birkenhead on 
June 10, 1960, at 5 p.m., in the Barnes Hall 
of the Royal Society of Medicine. Any member 
of the medical profession will be welcome. 


FILM NEWS 

Unseen Enemies (16 and 35 mm., colour, sound; 
running time 314 minutes) illustrates the present 
position with regard to communicable disease in 
many parts of the world. Its aim is ‘to draw 
attention to the need for social planning to 
support medical progress in the prevention of 
communicable disease’. The film was made by 
the Shell Film Unit with the active support of 
the World Health Organization, and was 
directed by Michael Clarke. Available on free 
loan to schools, colleges and societies upon 
application to The Petroleum Films Bureau, 29 
New Bond Street, London, W.1, or the Scottish 
Films Office, 16-17 Woodside Terrace, Charing 
Cross, Glasgow, C.3. In countries outside the 
United Kingdom application should be made to 
the Shell Company of the country concerned. 


Tailored for Timothy (16 mm., colour, sound; 
running time 30 minutes) describes the feeding 
of two first babies, one breast fed and the other 
bottle fed. It is designed to allay the natural 
fears of mothers who are unable to breast feed 
their babies, and outlines the gradual process of 
weaning and the sequence of later additions to 
the diet until the child is about a year old. Made 
by Eothen Films with the cooperation of the 
Royal College of Midwives and St. Thomas’s 
Hospital, and directed by Phillip Sattin, the 
film is available on free loan for showing to 
mothercraft classes upon application to Trufood 
Ltd., 113 Newington Causeway, London, S.E.1. 


A Normal Delivery is a 35-mm. colour filmstrip 
produced under the supervision of Dr. J. M. 
Holmes, resident obstetrician at Queen Char- 
lotte’s Maternity Hospital. It is in three parts, 
the first dealing with ‘antenatal care’ and the 
second and third with ‘delivery’. The film is 
intended as a teaching aid and is already in use 
in hospitals and public health departments. 
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Available, price 52s. 6d. for each part, with 
teaching notes, from Camera Talks, 23 Den- 
mark Place, London, W.C.z2. 


FORTHCOMING CONFERENCES 

A Closed Circuit Colour Television Conference, 
consisting of a series of demonstrations trans- 
mitted from the British Postgraduate Medical 
School of London and the Hammersmith 
Hospital to the Royal College of Surgeons, is 
being organized by the Kensington and Ham- 
mersmith Division of the British Medical 
Association in cooperation with the West 
London Faculty of the College of General 
Practitioners and sponsored by Smith, Kline & 
French Ltd. The demonstrations will take 
place on May 16 to 18, 1960, inclusive, from 
8.30 to 10.30 p.m., and are open to members 
of the B.M.A., and members and associates of 
the College of General Practitioners. Full 
details may be obtained from the Secretary, 
British Medical Association, B.M.A. House, 
Tavistock Square, London, W.C.1. 


Current Trends in Cardiology will be the subject 
of a symposium, under the chairmanship of Dr. 
K. Shirley Smith, to be held in the Barnes Hall 
of the Royal Society of Medicine on Wednesday, 
June 8, 1960, from 3.30 to 6.30 p.m. Admission 
is by ticket only, price 25s., obtainable from The 
Chest and Heart Association, Tavistock House 
North, London, W.C.1. 


The Chronic Rheumatic Diseases will be the 
subject of a weekend course, with lectures, ward 
rounds and practical demonstrations, to be held 
on May 14 and 15, 1960, at the Rheumatism 
Unit of St. Stephen’s Hospital, Fulham Road, 
Chelsea, London, S.W.10. Further details may 
be obtained from the Secretary, Fellowship of 
Postgraduate Medicine, 60 Portland Place, 
London, W.1. 


Making Health Matter is the title of the 1960 
Summer School in Health Education which 
will be held from August 9 to 19, 1960, inclusive, 
at the Froebel Educational Institute, Grove 
House, Roehampton Lane, London, S.W.1s5. 
Full details may be obtained from the Medical 
Director, Central Council for Health Educa- 
tion, ‘Tavistock House, Tavistock Square, 
London, W.C.1. 


The Third International Conference on Medical 
Electronics will be held at Olympia from July 21 
to 27, 1960, inclusive. Full details may be 
obtained from The Institution of Electrical 
Engineers, Savoy Place, London, W.C.z2. 
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The new formulation of ‘Hibitane’ 
Obstetric Cream now available 
has improved lubricating proper- 
ties. It contains ‘Hibitane’ 
Chlorhexidine) Gluconate B.P.C. 
which is non irritating. The 
cream is pleasant to use and pro- 
vides a persistent anti-bacterial 
effect when applied liberally. 
The value of ‘Hibitane’ Obstetric 
Cream in midwifery is now well 
recognised. The new cream is 
issued in a squeeze-bottle dis- 
penser pack (Basic N.H.S. costs 
6/3d.). The dispenser pack is 
hygienic, easy to handle and 
economical to use. It can also be 
resold from the two-litre bottle 
which, together with the 100 ml. 
pack, is still available. 


aE SIRO a te eat 


““HIBITANE . . . has remained 
in use in the hospital for over 
two-and-a-half years, and 
during this period no cases 
of irritation or individual 
idiosyncrasy have occurred 
amongst the 10,000 patients 
delivered, or the nursing and 


medical staff.” 
Brit. Med. F. (1956), ii, 200 


For effective, 
safe disinfection 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE Ph.34 
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lbero 
= means iron 


Open cast mining in Scunthorpe 


— ORAL IRON PLUS B-COMPLEX VITAMINS 


iberol is indicated in the common anaemias and is presented in 
the form of film-coated tablets which, although they completely 
mask taste are small and easily swallowed. 
Two Iberol Filmtabs daily is the dose for the common anaemias. 
On this regime the initial haemoglobin increase is one per cent 
per day. 
Elemental tron —__.__ cvatntihiaaiaennen nn enn 10 mg. 
(as Ferrous Sulphate B.P., 1.05 Gm.) 
Vitamin B12 with Intrinsic Factor Concentrate, Abbott 1 U.S.P. Unit (Oral) 
Two /berol a 
: scorbic Acid_.__ sntdiieaibenad 150 mg 
Filmtabs (as Sodium Ascorbate) 
daily Liver Fraction 2, N.F. — Se te 200 mg. 
provide: Aneurine Mononitrate === 6 mg. 
Riboflavine B.P...___ Soteemninteinions ieuiatlsetbecmibeal 6 mg. 
| Ee eee 30 mg 
Pyridoxine Hydrochloride 3 mg. 


ABBOTT LABORATORIES LTD - 8 BAKER STREET - LONDON W1 








NOTES AND PREPARATIONS 


COMPETITIONS 

THE subject for the Hunterian Society's Gold 
Medal Essay Competition for 1960 is “The 
Management of Chronic Arthritis in General 
Practice’, The competition is open to all general 
practitioners resident within the British Com- 
monwealth, and further details may be obtained 
from the Honorary Secretary, Mr. George 
Qvist, 72 Harley Street, London, W.1. 


Tue C. H. Milburn Prize (value £100), for an 
essay or study on a subject of forensic medicine, 
is offered for the first time in 1960 and is open 
to all registered medical practitioners. Entries 
must consist of original and unpublished ma- 
terial, and preliminary notice of entry is 
required. Forms and further particulars may be 
obtained from The Secretary, British Medical 
Association, B.M.A. House, Tavistock Square, 
London, W.C.1. 


Tue third competition organized by the Ernest 
and Minnie Dawson Cancer Trust will take the 
form of a thesis on cancer. The subject matter 
is at the discretion of the entrant, and may 
relate to cancer in various sites or cancer of 
one organ. The competition is open to doctors 
mainly engaged in general practice who practise 
and/or reside in Lancashire or Yorkshire, or 
Cheshire, Cumberland, Derbyshire, Durham, 
Isle of Man, Lincolnshire, Northumberland, 
Nottinghamshire, or Westmorland. Prizes to a 
total of £2000 may be awarded by the panel. 
Entry forms and detailed conditions of entry 
may be obtained from the Clerk to the Trust, 
The Ernest and Minnie Dawson Cancer Trust, 
Williams Deacon’s Bank Chambers, 2 Lytham 
Road, Fulwood, Preston, Lancashire. 


TRAVELLING FELLOWSHIPS 

Tue College of General Practitioners invites 
applications from members of the College for the 
1960 Upjohn Travelling Fellowships. Not less 
than fifteen fellowships of up to £200 each will 
be awarded to members practising in the United 
Kingdom or Eire who have not previously been 
awarded an Upjohn Fellowship. The purpose of 
the fellowships is to enable general practitioners 
to carry out a minimum of two weeks’ post- 
graduate study at their old teaching hospitals 
or at any other hospitals, clinics, health centres 
or general practices of their choice in the United 
Kingdom and Eire. Application forms, which 
must be submitted before August 1, 1960, may 
be obtained from the Secretary, College of 
General Practitioners, 41 Cadogan Gardens, 
London, S.W.3. 


NEW JOURNAL 
‘Gut’ is the title of the new quarterly journal 
published jointly by the British Society of 
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Gastroenterology and the British Medical 
Association, under the editorship of Mr. 
Harold Edwards, with Dr. Avery Jones as the 
editorial secretary. The object of Gut is to 
publish original papers and reviews concerned 
with practice and research in the field of 
gastroenterology. The first issue is dated 
March 1960, and the journal is to be published 
quarterly, appearing in March, June, Sep- 
tember and December each year. The annual 
subscription is £3; $10 in the United States and 
Canada. 
HOSPITAL COSTS 

A COMPARISON of hospital costs for the year 
ended March 31, 1959, shows some interesting 
differences between England and Wales, and 
Scotland. Taking the net average inpatient cost 
per week as the basis of comparison, this figure 
for the teaching hospitals in Scotland was only 
£21 12s. 6d. compared with £34 9s. 5d. for 
London teaching hospitals and £28 13s. 10d. for 
provincial teaching hospitals. On the other hand, 
the comparable figure for maternity hospitals 
was higher in Scotland (£25 3s. 2d.) than in 
England and Wales (£24 12s. 7d.), as was that 
for mental hospitals—{7 7s. 8d. in Scotland and 
£6 19s. 2d. in England and Wales. The figure 
for mental deficiency hospitals was almost 
exactly the same—{6 7s. 4d. in Scotland and 
£6 8s. od. in England and Wales. 


MENTAL HOSPITAL SOCIAL CLUB 
Wuat is believed to be the first social club of its 
kind was opened at The Coppice Hospital, 
Mapperley, Nottingham, last month. Known as 
"The Gateway’, this social therapy centre is 
housed in a modern building, with a hall 
equipped with stage and dressing-rooms, a 
lounge, art room, music room, tea bar, com- 
mittee room, and shop. It is run by a committee 
of eight: two patients from eack ward of the 
120-bedded hospital. The Nuffield Provincial 
Hospitals Trust contributed £17,300 towards the 
cost of the centre, which was £25,000. The 
remainder was raised by donations, many of 
them from patients, ex-patients and their 
families. 


A GIANT PLACENTA 
Wuat would appear to be another American 
record is reported by J. Lee Dockery (Amer. 7. 
Obstet. Gynec., 1960, 79, 138), in the form of a 
placenta weighing 1,984 grammes (4 pounds 
6 ounces). The average placental weight is 
usually given as around 500 grammes, and a 
search of the literature between 1945 and 1958 
is said to have revealed only three reports of 
placentas weighing 1000 grammes or more, the 
respective weights being 1000, 1,080, and 1,650 
grammes. In the case presented by Dockery, 
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the patient was a Negro, and the child was so 
grossly deformed at birth, including hydro- 
cephalus and a large omphalocele, that it did 
not survive. Although there was no evidence of 
syphilis on microscopic examination of the 
placenta, the mother had a past history of late 
congenital syphilis. This, however, had been 
adequately treated and there was no sign of 
activity at the time of the birth. 


ROYAL JELLY 

“THERE is no evidence, either theoretical, or 
from published practical tests, that any of 
the existing preparations of Royal Jelly produce 
any effect other than can be easily achieved with 
any other expensive material which the cus- 
tomer believes will do him good. In our opinion, 
Royal Jelly can be added to the long list of 
magic substances which, since the beginning of 
history, human beings have persuaded them- 
selves will make them younger, healthier and 
more beautiful’. Such is the conclusion of an 
article on ‘Queen Bee Jelly’ in the March issue 
of Which?, the journal of Consumers’ Associ- 
ation Ltd. 


PUBLICATIONS 

Biochemical Values in Clinical Medicine, by 
R. D. Eastham, M.D., D.C.P., DIPL. PATH., pro- 
vides, in the author’s own words, ‘an accurate 
summary of the ways in which various condi- 
tions affect many biochemical tests.’ It will 
prove of particular value to house officers, but 
practitioners will also find it a reliable and 
concise guide to the significance of the more 
commonly used biochemical tests. (John Wright 
& Sons Ltd., price 15s.) 


The Mind of Your Child, by Doris Odlum, 
M.R.C.8., L.R.C.P., D.P.M.—Although parents and 
psychiatrists can differ widely on the strategy 
and tactics of bringing up children there is a lot 
of common ground. Dr. Odlum deals with her 
subject clearly and (almost) non-controversially, 
and practitioners can safely recommend this 
little book to the more intelligent of their 
parent-patients, who are often the type that 
worry most. The subtitle on the cover suggests 
that they will be helped with their adolescents, 
but the age limits covered appear to end at 
twelve. (W. & G. Foyle Ltd., price 4s.) 


A Hundred Years of District Nursing, by Mary 
Stocks, has been written to commemorate the 
centenary of the Queen’s Institute of District 
Nursing. The record of the Queen’s Nurses is 
one of which the Institute and the nation have 
every reason to be proud. It is all the more 
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regrettable therefore that their historian has not 
risen to the occasion. There is a lack of warmth 
and of understanding of what the work of a 
district nurse really involves, and the reader 
becomes tired of the author’s hackneyed gibes at 
‘ladies’ and the British Empire. In spite of this, 
the book will be read with interest, though 
probably not enthusiasm, by the many prac- 
titioners who wish to know something of the 
organization which provides them with the 
district nurses to whom they owe so much. 
(George Allen & Unwin Ltd., price 25s.) 


The Surgeon's Log, by J. Johnston Abraham, 
reads as well in this, its 31st impression, as it 
did when it was first published in 1911. That 
nearly half a million copies have been sold is 
not surprising because it is ‘a little prose epic’, 
as John Masefield described it when it first 
appeared. Apart from anything else, this new 
impression is a reminder to the younger genera- 
tion that ‘doctors at sea’ are no new phenomenon. 
At least one reader, who has himself been a 
‘doctor at sea’, and first read “The Surgeon’s 
Log’ many years ago, found it even more 
enthralling on re-reading it. It can safely be 
described as a minor classic. (William Heine- 
mann, price 18s.) 


Starting Your Family is the latest publication 
issued by the National Marriage Guidance 
Council and is intended for engaged and newly 
married couples. Also available are new editions 
of All About your Wedding and The LSD of 
Marriage. (National Marriage Guidance Coun- 
cil, price 3s. each, post free.) 


OFFICIAL PUBLICATIONS 

The Influenza Epidemic in England and Wales 
1957-1958, officially classified as ‘Reports on 
Public Health and Medical Subjects No. 100’, 
is an admirably comprehensive and readable 
account of the ‘Asian flu’ epidemic. All aspects 
of it are fully covered, and the practitioner will 
learn much from reading it. (H.M. Stationery 
Office, price 4s. 6d.) 


Strontium go in Milk and Agricultural Materials 
in the United Kingdom 1958-1959, Agricultural 
Research Council Radiological Laboratory 
Report No. 2, shows that the average amount 
of strontium 90 in milk increased by about 40% 
between December 1958 and June 1959. On the 
other hand, there is no evidence that the con- 
ditions which the Medical Research Council, in 
1956, said would necessitate immediate con- 
sideration are likely to be reached. (H.M. 
Stationery Office, price 5s.) 
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Midicel tablets and suspension 


the long-acting sulphonamide 


sustains therapeutic sulphonamide levels for 24 hours with a single dose 


Each teaspoonful (5 ml.) of mmpiceL* Suspension contains 
0:25 G N’-acetyl sulphamethoxypyridazine. 
Bottles of 60 ml. and 16 fl. oz. (455 ml.) 
Each mipicet Tablet contains 0-5 G sulphamethoxypyridazine. 
Containers of 12, 100 and 250. 


PARKE-DAVIS 
PARKE DAVIS AND COMPANY Hounslow Middlesex *Trade Mark PD9S 
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NOTES FROM THE CONTINENT 


BELGIUM 


The diagnosis of phaochromocytoma.—According 
to Dr. A. F. de Schaepdryver, of the Heymans 
Institute of the University of Ghent, phzo- 
chromocytoma remains a medical curiosity 
because in many cases the hypertension for 
which it is responsible is constant without any 
marked fluctuation. The result is, he contends, 
that many of these patients are diagnosed as 
cases of essential hypertension. In his experience 
the clinical signs and pharmacological tests are 
of little value in the detection of a pheochromo- 
cytoma in many cases. On the other hand, he 
has found the estimation of urinary catechol- 
amines by photofluorimetry to be of consider- 
able value. In a sevies of 300 hypertensive 
patients he was able to make a correct diagnosis 
of pheochromocytoma by this means in seven 
cases. He also produces evidence suggesting 
that photofluorimetry of the plasma catechol- 
amines is of value in the localization of extra- 
suprarenal pheochromocytomas. 


Cerebral thrombophlebitis in infants.—G. Carels 
and J. Henneaux have recorded the electro- 
encephalographic findings in children with 
cerebral thrombophlebitis before, during, and 
after the illness. The electroencephalogram as 
recorded over the site of the lesion is quite 
different from that recorded over a cerebral 
abscess. The alpha rhythm may take several 
weeks to return to normal, and the record as 
obtained during sleep shows diffuse abnormali- 
ties incompatible with a localized lesion. This 
evidence of diffuse disturbances of the normal 
rhythm is taken to be a sign of hypoxia resulting 
from stasis and congestion due to the thrombo- 


phlebitis. Perhaps the most interesting observa- 
tion, however, is that a sequel of cerebral 
thrombophlebitis in children may be an en- 
cephalopathy characterized by an epileptogenic 
focus over the site of the original thrombosis. 


Thiopentone and the E.E.G. of E.C.T.—Another 
electroencephalographic (E.E.G.) study is re- 
ported by M. Y. Piette, who has investigated 
the effect of thiopentone on the electroencephalo- 
gram of electroconvulsive therapy. The ad- 
ministration of thiopentone before electro- 
convulsive therapy results in a marked diminu- 
tion in the electroencephalographic changes 
induced by this form of treatment. It also causes 
a marked diminution in the post-convulsive 
electroencephalogram. As thiopentone does not 
detract from the efficacy of electroconvulsive 
therapy, it is concluded that these electro- 
encephalographic findings indicate that the 
modus operandi of electroconvulsive therapy is 
not linked with the slow waves it induces in 
the electroencephalogram, or with the associ- 
ated convulsions. 


An anti-d serum.—Of the genes involved in the 
Rhesus factor—C-c, D-d, E-e—sera containing 
specific antibodies, can be easily produced for all 
save ‘d’. Professor Moureau and Dr. Gértz, of 
the University of Liége, have now given details 
of a method whereby a specific antibody for 
‘d’ can be produced. Attention is drawn to the 
significance of this observation in relation to 
the practical problems of immunization and the 
use of blood groups in medico-legal paternity 
cases. 


GERMANY 


The eye and the eclipse of the sun.—In the weeks 
following the partial eclipse of the sun last 
autumn, which was easily visible in a clear sky, 
nine patients were seen at the ophthalmic clinic 
at Graz, complaining of visual disturbances, 
and in all of them these disturbances were 
attributable to viewing the eclipse. The prin- 
cipal findings were photophobia, a sensation 
of dazzle, hallucinations of colour, and central 
scotomas. Ophthalmoscopy revealed a spherical 
area of greyish-white discoloration, with a red- 
dish border, in the retina near the fovea 
centralis. These retinal lesions are attributed 
to the ultra-violet section of the solar spectrum, 
resulting in edema and partial necrosis. In most 


cases vision returns to normal in a month or two, 
but in some cases there is a persistent scotoma, 
with defective vision. The condition is easily 
prevented by the use of black glasses or frosted 
glass. 


Warm air for bronchitis—As it is impossible 
for the vast majority of chronic bronchitics to 
winter in warm climes, J. Zimmer describes a 
method whereby at least one of the beneficial 
factors of such climes—namely warm air—can 
be brought to the patient. This consists of a 
special mask in which the inspired air passes 
over a heated electric circuit, the temperature 
of which can be varied from 38° to 59° C. There 
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is a thermo-electric control which ensures that, 
with normal breathing, a constant air tem- 
perature can be maintained. 


Kanamycin.—A series of articles has recently 
appeared on kanamycin. In introducing the 
series, J. Zangger draws attention to the fact 
that the increasing resistance of bacteria to 
antibiotics is largely due to the indiscriminate 
use of these potent weapons. Harmless furuncles 
are treated with antibiotics in the same dosage 
as is used in the treatment of sepsis with high 
fever. Bacteriuria and even bacteri#mia, without 
clinical symptoms, it is contended, should not 
be treated immediately with antibiotics. The 
increase in resistance, resulting from this in- 
discriminate use of antibiotics, has led to a 
continuing search for even more new anti- 
bacterial drugs. Although there seems to be an 
unending supply of new antibiotics, a warning 
is given that the new antibiotics should ‘only be 
used when the old ones fail. 

C. Schattenfroh draws attention to the high 
urinary concentration of kanamycin that is 
found as a result of the fact that the bulk of the 
antibiotic is normally excreted by the kidneys: 
50 to 80% in the first twenty-four hours, and 
almost 100°% by the end of forty-eight hours. 
The concentration in the bile, on the other 
hand, is low. In Schattenfroh’s experience, 
side-effects are minimal except in patients who 
are allergic to the drug, but toxic damage to the 
kidney has been reported. It is therefore recom- 
mended that kanamycin should be used with 
caution in patients with renal damage. Cross- 
resistance between kanamycin and other anti- 
biotics is said to be unknown. According to 
F. Truss, the renal damage due to kanamycin 
is reversible, and the drug has proved of value 
in the treatment of urinary infections. 

The optimum dosage for adults, according to 
W. Bayer, is 500 mg. intramuscularly twice 
daily. The daily dosage for children is 15 to 
20 mg. per kg. body weight, given in two doses. 
Kanamycin may also be given slowly by the 
intravenous route: 0.5 g. in 30 ml. of normal 
saline, or as an infusion (1 g. in 500 ml.). As it 
is scarcely absorbed when given orally, it is of 
use in the preoperative sterilization of the bowel. 
When given parenterally, the highest blood 
concentration is attained one hour after injec- 
tion, and then falls relatively rapidly. None can 
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be detected in the blood after twenty-four hours. 

According to L. Heilmeyer, if dosage exceeds 
6 g. a week, hearing is affected in 33% of cases. 
If the weekly dosage is kept under this amount, 
such auditory damage occurs in only around 7% 
of cases. He therefore recommends that a sound 
working rule is not to exceed 4 g. a week, 
given in two equal doses, each of 2 g. 


Medical survey of army recruits.—An analysis 
by Chr. Empter of the results of the medical 
examination of entrants to the Federal Army 
shows that the most common abnormality was 
dental decay, which was found in 95% of cases. 
This was followed by disorders of the feet, 
such as flat feet, which were found in 75% of 
cases, and in 1% this was severe enough to 
warrant rejection of the examinee for army 
service. Skeletal abnormalities, e.g. faulty 
posture, drooping shoulders, and lordosis, were 
found in 14%. As in the case of faulty feet, 
these skeletal abnormalities were found most 
commonly in the younger age-groups. Visual 
disturbances were recorded in 40%: 18% wore 
spectacles, 0.03% were completely colour blind, 
and 7°% were partially colour blind. Abnormali- 
ties in the mouth (apart from dental lesions) 
were relatively common, occurring in 37% of 
cases, but this figure includes 20% with 
tonsillectomy scars. 

Lung changes were found in 39% of cases, 
and abnormality of the cardiovascular system 
was detected in 30%. Twenty per cent. of 
examinees had varicose veins or varicose ulcers. 
Surgical scars were found in 67% of cases, 
these being mainly the result of wounds acquired 
in the last war. The high incidence of goitre— 
22% of cases—is attributable to the high 
incidence of goitre in South Germany. Attention 
is drawn to the frequency with which the diag- 
nosis of ‘vegetative dystonia’ was made (66%). 
In commenting on this high figure, the author 
points out that this shows that the difficult war 
and post-war years, incarceration as prisoners- 
of-war, and the fight for existence, as well as 
the rush and restlessness of the ‘managerial age’ 
since 1948, have not failed to leave their mark 
on most citizens of Federal Germany. 

So far as height was concerned, just under 
10% were 5 feet 3 inches to 5 feet 4 inches 
(161 to 163 cm.), and just under 10% were 
over 5 feet 10 inches (180 cm.) in height. 


‘Notes from the Continent’ are produced in collaboration with the Editors of Bruxelles-Médical 


(Belgium), Concours Médical (France), Miinchener Medizinische Wochenschrift (Germany), and 


Minerva Medica (Jtaly). 
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Unlike the natural Rauwolfia alkaloids, Decaserpyl has 
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10 unknown diabetics in every GP’s care... 


The diabetic population of Great Britain numbers almost 

$00,000 — yet only about half of them are known and under 
treatment. Statistically this means that every general practitioner 
has more than ten undetected diabetics in his care. 

These unknown diabetics are at risk. Many already show retinal 
changes and other vascular abnormalities at the time of diagnosis. 
These changes are often irreversible : their prognosis could only 
be improved by early diagnosis and treatment of diabetes. 
CLINISTIX® is the best aid to the diagnosis of diabetes. This simple 
dip-and-read test is specific for glucose : it takes only a few 
seconds, and has the correct sensitivity for significant results. 
Every patient whose urine is positive to CLinistix should be 
regarded as a potential diabetic. 


to detect diabetes 
simply dip-and-read 
Clinistix 


CLINISTIX Reagent Strips are available in bottles of 60 strips. 
U.K. Retail Price 6/-, less professional discount. From all chemists. 


Ames Company (Division of Miles Laboratories Ltd) 
Nuffield House Piccadilly London W1 


*Trade Mark 
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‘How use doth breed a habit in a man!’—The Two Gentlemen of Verona, V. iv, 1. 


May 1910 


‘It is difficult in strict scientific language to 
define constipation’ says Sir John Byers, 


Professor of Midwifery and Gynzcology in the 
Queen’s University of Belfast, in “The preven- 
tion of constipation in women and in children’. 
Among the reasons for the frequency of con- 


William Russell, M.D., LL.D., F.R.C.P.Ed. 
(1852-1940) 

stipation in women he mentions ‘want of 
exercise and a sedentary mode of life’, while 
‘the present habit of motoring is gradually, in 
my experience, counteracting the good effects 
of hockey, golf, riding, walking, and other forms 
of active outdoor exercise’. 

G. Ernest Herman, Consulting Physician to 
the London Hospital, writing on ‘Constipation 
in women’, says: “This is partly from habit, the 
greater modesty of women making them shrink 
from being seen visiting the closet. Surgeons who 
have been on ships can often relate cases of 
women who have gone for weeks without 
emptying the bowel’. He concludes: ‘But when 
by a long course of pills, powders, mixtures and 
enemata, coupled with continuous scrutiny of 
the dejecta, the patient’s attention has been fixed 
upon her colon, the disease is hard to cure’. 

W. Hale White, Senior Physician and 


Lecturer of Medicine, Guy’s Hospital, in ‘Con- 
stipation in adults’, writes: ‘Sometimes chronic 
constipation is due to a blocking of the bowel by 
substances within it. Thus I have removed 
nearly a pound of small coal from the rectum 
of a boy’. On the surgical treatment of con- 
stipation he says: ‘Of late years some surgeons 
have endeavoured to treat ordinary constipation 
by division of adhesions, short-circuiting, re- 
moval of the colon and appendicostomy. I have 
never seen the patient whom, even if I thought 
any of these methods did much good, I should 
have wished to send to a surgeon for operation’. 

‘Appendicostomy in the treatment of chronic 
constipation’ is discussed by P. Lockhart 
Mummery, Senior Surgeon to Out-Patients, 
St. Mark’s Hospital for Cancer, Fistula, and 
other Diseases of the Rectum. “The object of 
appendicostomy’ he says, ‘is, by enabling the 
patient to keep his large intestines washed out, 
to avoid the secondary results, and experience 
has shown that by means of appendicostomy we 
can entirely prevent auto-intoxication, and 
further, that in some cases the bowel will in 
time recover its normal function’. Of the three 
indications he gives for appendicostomy, the 
first is: “Those cases of severe atonic constipa- 
tion in which the whole colon is much dilated 
and sacculated, and is acting as a kind of “‘cess- 
pool” which refuses to adequately empty itself’. 

‘In simple cases an x-ray examination is 
unnecessary” writes Arthur F. Hertz, Assistant 
Physician to Guy’s Hospital, in an article on 
“The investigation of constipation by the x-rays’. 
‘But for a really exact diagnosis, especially in 
cases of any severity, investigation by means of 
the x-rays is essential’. An incidental benefit he 
mentions is that ‘the mental effect of a thorough 
X-ray examination is often of value in dis- 
pelling the fear of cancer or obstruction, which 
is not uncommon in nervous individuals suffer- 
ing from constipation. I have recently been able 
in this way to restore happiness to three medical 
men, who were needlessly worrying about the 
condition of their intestines’. 

Writing on ‘Habitual constipation mainly 
from the standpoint of its effects’, William 
Russell, Physician and Lecturer on Clinical 
Medicine, Royal Infirmary, Edinburgh, refers 
to the means by which it ‘becomes the common 
cause of arterio-sclerosis. Arterio-sclerosis is 
often thought of as if both it and old age had 
appeared suddenly and together, like a comet 
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with nucleus and tail, from some inscrutable 
source beyond human vision . . . arterial change 
has more to do with old age than old age with 
arterial change’. Ending with some remarks on 
treatment he writes: ‘Bowel action is favoured in 
many persons by regularity of practical sug- 
gestion. The smell of castor-oil is said to be 
sufficient for some’. 

Born in the Isle of Man, William Russell 
received his early schooling at Caithness and 
graduated in medicine at the University of 
Edinburgh in 1876. After acting as house 
physician at the General Hospital, Wolver- 
hampton, he taught pathology at the extra- 
mural school at Edinburgh. Appointed path- 
ologist to the Royal Infirmary, he became 
assistant physician in 1891 and full physician in 
1907. He was awarded a gold medal for his M.D. 
thesis, and received the Cullen prize of the 
Royal College of Physicians of Edinburgh, 
where he was also Gibson lecturer. The Faculty 
of Physicians and Surgeons of New York 
awarded him the Cartwright prize for his work 
on cardiology. President of the Edinburgh 
branch of the British Medical Association in 
1911, he was President of the Royal College 
of Physicians of Edinburgh from 1916 to 1918. 

Russell was a fine clinician whose opinion of a 
case was ‘much more likely to be determined by 
the findings of his eyes, ears, and fingers, than 
by the reports of chemists and electricians’. 
In addition to works on the circulation and on 
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gastro-intestinal disorders, he collaborated with 
G. A. Gibson in writing ‘Clinical Methods’, a 
book long in favour with Edinburgh students. 
Russell was very tall, his dignified appearance 
and formal manner occasioning unnecessary 
foreboding in some students at examinations. 
He was, in fact, scrupulously fair and very sym- 
pathetic toward examinees. He possessed a keen 
sense of humour and the formal air sometimes 
concealed a desire to give way to laughter. 
His wife, two sons, and two of his three 
daughters, were members of the medical 
profession. 

In ‘Notes from Foreign Journals’ castor oil is 
described as ‘the best of the purgatives in the 
majority of diseases’, whilst sulphate of soda is 
considered ‘extremely useful for diarrhoea. In 
constipation it produces a temporary 
débacle, but leaves behind an irritative effect 
which in the end increases the constipation’. 
Another note on treatment says the patient ‘must 
be guarded against moral depressions (losses 
at play) . . . and against emotional outbreaks 
(theatres)’. Later on comes the warning: ‘No 
mistake is more dangerous than to believe in 
the harmless nature of all forms of constipation. 
. . . It is*no use jesting at the “famous cures” 
blazoned forth in the advertisement columns of 
the various journals. The patients who therein 
relate the miracles wrought upon them by taking 
this or that pill were simply the subjects of acute 
intoxication from the intestine...’. T.H. B. 
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MOTORING NOTES 


The Austin Westminster and Chrysler Valiant 
By JOHN PRESTON 


AFTER years of making cars that grew ever 
longer, wider, lower and more powerful, the 
American motor manufacturers could hardly be 
blamed for describing as ‘compact’ the new 
models they have produced with engines of 
between 24- and 3-litres capacity. Over here the 
equivalent model is regarded as a fairly large 


Fic. 1.—The new Austin Agg Westminster. 


saloon. I recently had the interesting experience 
of driving examples of both types in the form 
of the Austin A.gg9 Westminster and the 
Chrysler Valiant. 


AT SPEED 
The Austin is one of the two C-series cars made 
by the British Motor Corporation, the other 
being the Wolseley 6/99. They are almost 
identical in mechanical specification and their 
bodies differ only in such detailed points of 
refinement as polished wood facing for the dash- 
board and door sills on the Wolseley. The 
6-cylinder engine is similar in design to that of 
the previous A.gs5 and A.105 models but has 
been increased in size to 3 litres. This gives that 
ample reserve of power which I personally find 
one of the satisfying advantages of larger cars. 
It is not merely a question of laziness— 
although it is pleasant sometimes not to have 
to change gear every time one slows down—but 
also a matter of being able to cruise at high 
speeds without any fear that the engine is being 
stressed. This feeling is accentuated in the 
Austin because it is fitted with a 3-speed gear- 
box and the Borg Warner overdrive, which 
gives a gear ratio of 2.73 to 1, as standard 
equipment. The difference this makes can per- 
haps best be illustrated by saying that when the 
engine is doing 1000 r.p.m. in top gear the 
car is travelling at 19 m.p.h., whereas in over- 
drive at the same engine speed it is doing 27 
m.p.h. With M.1 at our disposal and other 


motorways coming into use, high cruising speeds 
are no longer a matter of purely academic 
interest for British motorists. Driving the 
Austin on M.1 provided an opportunity to judge 
its natural cruising speed, and this I found to 
be between 80 and 85 m.p.h. Even at this speed 
there was no question of straining the engine 
because this model has been timed by the Motor 
at a mean speed of 97.6 m.p.h. in overdrive. 

A few weeks later I drove the Chrysler Valiant 
on the same road and I found that its happiest 
cruising speed was perhaps slightly less—about 
80 m.p.h.; and this was only to be expected for 
it has a slightly smaller engine of 2.8 litres 
capacity. It was also borne out by the maximum 
timed speed achieved by the Autocar, which 
proved to be 94.3 m.p.h. Both cars were well 
sprung and held the road safely at this speed 
and there was little to choose between them in 
this respect. Fast driving demands good brakes, 
and here the British car was at an advantage 
because it has disc brakes on the front wheels 
and these give a positive and continuous braking 
power which the drum brakes of the Chrysler, 
although good of their kind, could not match. 


STEERING AND PARKING 
Leaving the motorway and driving on the usual 
winding British roads, and parking in towns, 
drew attention to the steering. Here I thought 
the American car was rather better than the 
Austin; indeed, I think the Chrysler engineers 
deserve full marks for having achieved an un- 
usual combination of light, low-geared steering 
and a degree of positive control when travelling 
fast that is not usually found in conjunction 
with lightness. The steering of the Valiant is so 
easy when parking that power assistance would 
be redundant, and yet it is of the kind that gives 
a discriminating driver pleasure the whole time 
he is at the wheel. The Austin steering on the 
other hand is fairly heavy when manceuvring, 
and although accurate and positive enough when 
travelling fast, it somehow seemed rather lifeless 
and did not contribute to the pleasure of driving. 


STARTING AND BRAKES 
Both engines started immediately and warmed 
up quickly, the Austin having a hand-operated 
choke and the Chrysler an automatic choke 
which was brought into operation by fully de- 
pressing the accelerator pedal before turning the 
ignition-starter key. Quick starting is a feature 
of the Valiant because it has an alternator 
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instead of the usual generator, one of the chief 
advantages claimed for this device being its 
ability to provide a strong spark at low engine 
revolutions. On the other hand, starting from 
cold brought out the only adverse feature of the 
otherwise excellent automatic transmission fitted 
to the Valiant. When the drive (or reverse) 
push-button was pressed, there was a loud thud 
which could be felt as well as heard. It did not 
occur when the engine was warm, and thereafter 
all the automatic changes of gear, upwards as 
well as downwards, were remarkably smooth: 
indeed, with a light accelerator pedal pressure 
it was almost impossible to notice when the 
changes were made. To enable the driver to use 
the braking power of the engine on long down- 
hill gradients, and to keep in a lower gear in 
certain other conditions, there are push-buttons 
marked 1 and 2 which lock the transmission in 
those gears. There is a separate lever at the 
bottom of the fascia for the parking lock in the 
transmission, and it was found advisable to use 
this because the parking brake, whilst adequate 
for its job, needed a firm pressure in order to 
make sure that it was applied strongly enough. 
As on most American cars today, the Valiant 
has a foot-operated parking brake instead of a 
hand-brake, consisting of one pedal which is 
pushed down to apply the brake and a second 
pedal above it which is pressed to release it. 
The release pedal is awkwardly placed, and there 
is a loud noise when the brake ratchet is released. 
The whole contraption seemed to be rather crude 
and hardly in keeping with the high engineering 
standards of the rest of the car. On the left- 
hand-drive model that I drove the parking brake 
pedals were to the left of the wide foot brake 
pedal. On the Austin the conventional hand- 
brake is well placed to the right of the driver 
beside the seat. The Austin had the better 
interior finish of the two cars, but this is not 
necessarily a criticism of the Chrysler because 
it is difficult to compare their price categories. 
The Austin A.gg Westminster saloon is remark- 
ably good value at a basic price of £810 (£1,148 
12s. 6d. with purchase tax), for it has all the 
attributes of a soundly designed and constructed 
saloon of generous power and spacious comfort. 
It can be supplied with Borg Warner automatic 
transmission for an extra £50, plus £20 16s. 8d. 
purchase tax. 


MEDICAL SERVICES FOR TOURISTS 
That invaluable companion on a Continental 
holiday, the A.A. Foreign Touring Guide, con- 
tains this year a giving up-to-date 
details of the free medical services available to 
British motorists in Norway, Sweden and Yugo- 
slavia. The United Kingdom has a reciprocal 
agreement with these countries and a similar 


section 
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arrangement has now been concluded with Fin- 
land and Denmark. The agreement with 
Yugoslavia provides the most generous terms, 
general medicine and hospital services being 
provided without charge as well as free dental 
treatment. In Norway and Sweden hospital 
treatment is free and part of a doctor’s fee may 
be reimbursed. The A.A. guide also gives the 


Fic 2.—The Chrysler Valiant. 


important changes in motoring regulations made 
since last year in France, Italy and Switzerland. 
In France the police now have wider powers to 
impose fines on the spot; in Italy there is a new 
highway code, and in Switzerland speed limits 
have been introduced on some roads. 

The R.A.C. Continental handbook goes 
farther afield this year with a section on Poland 
and an appendix on travel to the U.S.S.R. Here 
again the latest touring regulations are in- 
cluded. 

My favourite among all travel books is the 
‘Guide Michelin’ for France, with its smaller 
companion volumes for Italy, Benelux, and 
Spain. The 1960 Guide for France contains 
some new features, apart from being slightly 
bigger, and there are more restaurants listed 
where you can get a good meal for 8.50 francs 
or less. One of the greatest vicarious delights of 
the Guide is to study the maps showing /es 
bonnes tables; the good restaurants with one, 
two or three stars. 


HEADLAMP CHECK 
According to some figures I have been sent by the 
Lucas company, it seems that only about one 
in five or six motorists have their headlamps 
properly adjusted. In one of several checks 
carried out in conjunction with local police 
authorities at selected garages in the south-west 
counties, only 21 out of 120 cars checked had 
their lights correctly set. Of the others, 51 had 
them adjusted too high, 40 too low, 26 offset, 
while 23 gave poor illumination. Lucas urge 
motorists to make use of their beam-setting 
service which is now available at many garages. 
For a small fee motorists can ensure that they 
have the best driving light themselves and at 
the same time make the roads safer and more 
comfortable at night for others. 
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drug overdosage, it has since been found to be of much wider 
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Roman Olympiad 
By PENELOPE TURING 


Apart from Greece, Rome appears the ideal 
setting for the Olympic Games (fig. 1), even 
though the spirit of friendship in competition 
stressed in all Olympic contests—is far removed 
from that of the gladiatorial fights which once 
filled the Colosseum with 50,000 bloodthirsty 
spectators. 
THE OLYMPIC GAMES 

There is no doubt that for anyone who wants 
to witness the Games this is a good all-round 
opportunity. In the perspective of foreign travel 
Rome is now easy to reach (by the new Comet 
flights it is only 130 minutes from London Air- 
port); quicker and cheaper of access than the 


Fic. 1.—The smaller of the Olympic Sports Palaces 


venues of the last two Olympics at Helsinki and 
Melbourne. Then there is Rome itself. The 
Eternal City may be somewhat overwhelming 
as dessert after a feast of athletics, but if you 
cannot undertake overseas holidays every year, 
and both the Games and the city appeal, then 
this is an opportunity not to be missed. Con- 
versely, anyone not interested in the Olympic 
festival should certainly avoid Rome at that 
time. 

The word Olympiad refers to a four-year 
period of time, and the 1960 Games will mark 


the beginning of the seventeenth Olympiad of 


the modern era. The revival of the ancient 
Greek contests of physical strength and skill was 
due to a Frenchman, Baron Pierre de Coubertin, 
and his dictum: ‘Without sport, youth is 
atrophied in a purely intellectual formation’, 
was partly due to the influence of a famous 
headmaster of Rugby, Thomas Arnold. Thanks 
to the efforts of de Coubertin, the first modern 
Games were held at Athens in 1896, and since 
then the Olympic torch has been rekindled 
every four years except in 1916, 1940 and 1944 
during the two World Wars. 

The Games start with the impressive opening 
ceremony on August 25, and continue until 


September 11. The aquatic events: water polo, 
swimming, canoeing, are mainly within the first 
ten days, as are cycling and the Modern Pen- 
tathlon (equestrian, fencing, shooting, swim- 
ming and cross-country race sections). Yachting, 
rowing and fencing are from August 29 and 30. 
Boxing, wrestling, basketball, hockey and foot- 
ball continue throughout practically the whole 
period, whilst track and field events, shooting, 
gymnastics, equestrian sports and weightlifting 
come in September. 


ACCOMMODATION 

The question of accommodation is obviously a 
difficult one, for even Rome, accustomed to the 
world’s tourists, has not enough hotel space to 
cope with the expected influx of visitors. It is 
estimated that the daily attendance at Olympic 
events will be about 120,000 to 130,000. New 
and enlarged hotels and pensions will bring the 
capacity of this form of accommodation up to 
about 30,000. Private lodgings are being organ- 
ized for the same number, and the special camp- 
ing grounds will cater for another 30,000. In 
addition, ‘miscellaneous institutions’ can take 
some 10,000, and as a last resort there will be 
dormitory arrangements in schools and barracks. 
In other words, anyone planning a visit during 
the Games, and wanting a reasonable standard 
of comfort, should make reservations with all 
speed. I do not know the present booking 
situation, but it is probably distinctly strained. 

Prices have naturally been somewhat in- 
creased. The official maximum daily rates per 
person for demi-pension (bed, breakfast and 
one main meal) are: Luxury hotels L. 8000, 
1st class hotels L. 5300, 2nd class hotels and 
1st class pensions L. 4000, 3rd class hotels and 
2nd class pensions L. 3100, 4th class hotels and 
3rd class pensions L. 2800. This does not 
include service or taxes, and a room with a 
private bath adds L. 300 to L. 1000 to the price, 
according to grade. The rate of exchange is 
approximately 1740 lire to the £. 


THE ETERNAL CITY 

Rome is another matter. No short-term visitor 
can claim to know Rome, but few of us who 
have been there will deny its power to call one 
back. Rome is most certainly all things to all 
men, and I think exerts a subconscious influence 
on the Briton, dating perhaps from the time 
when the Roman Empire first schooled our 
rough northern races. 

To many people it is first of all the heart of the 
Roman Catholic Church, to which pilgrims have 
travelled since the early days of Christianity. 
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The Vatican—St. Peter’s, the Sistine Chapel, 
the vast Vatican Museums—alone would fill a 
holiday. Then there are the three other great 
basilicas—St. John-in-Lateran, St. Paul-out- 
side-the-Walls, and the most beautiful St. Mary 
Major on the Esquiline hill; with, of course, 
other churches beyond the tourist’s power to 


Fic. 2.—The Arch of Titus and the Colosseum. 


number, among them St. Peter-in-Chains which 
contains Michelangelo's superb figure of Moses. 

Perhaps even more arresting in their own way 
are the catacombs, with their earthy smell and 
quiet-spoken guides, pointing out the marks of 
the early Church with long wax tapers. Above 
the catacombs of St. Sebastian and St. Callixtus 
runs the ancient Appian Way, with its pagan 
tombs and Christian churches, the great road 
where the Legions marched, and by which St. 
Paul entered the city. 

Much of the spirit of ancient Rome still 
clings td the broken temples and fallen marble 
of the Roman and Imperial Fora. Here Cesar’s 
body was cremated; there was the Curia where 
the senators gathered To me, these islands 
of Rome’s might, with the great shadowy 
silences of the Colosseum (fig. 2), are the most 
fascinating places in Rome. But there are still 
many more Romes, including the baroque in- 
dulgence of the Trevi Fountain (fig. 3) where 
the tourist throws a coin to ensure his return, 
the countless museums, and the modern city. 


RESTAURANTS AND NIGHT CLUBS 
Since a holiday cannot be entirely spiritual, 
historical, intellectual—or even Olympic 
some of the things which minister to physical 
comfort and enjoyment are of considerable im- 
portance. There are excellent hotels (such as the 
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Bernini-Bristol and the Quirinale), and very 
good restaurants. One which I know and 
recommend is the Taverna Ulpia. This is quite 
expensive, but the food and service are admir- 
able, and it has the added interest of an under- 
ground room in the foundations of the ancient 
Ulpia Basilica, whilst above there is a view of 
Trajan’s Forum. Rome prides itself on a number 
of special dishes, but the best places to sample 
local cooking are usually the cheap trattorie, 
rather than the international hotels and 
restaurants 

There is a gay line in night clubs, and during 
the winter and early spring the season at the 
Rome Opera House. At the height of summer 
(and therefore during the Olympic Games) the 
visitor has an opportunity of seeing opera in 


Fic. 3.—The Trevi fountain. 
even more dramatic surroundings—the ruins 
of the Baths of Caracalla. 

Finally, there is the attraction of the streets 
themselves: the cafés and shops, where women 
in particular- will be enticed by the best of 
Italian clothes, beautiful leather goods—shoes 
and gloves—at remarkably low prices, em- 
broideries, jewellery, objets d’art. Small things, 
but not tc be despised. 


The overland iourney from London to Rome takes 
about 27 hours by Rome Express (1st class only), slightly 


longer by other trains. Return fares 1st class £36 1os., 
2nd class £23 12s. By air return fares are {55 ordinary 
Tourist, other special rates down to £36 145. summer 
mid-week Night Tourist 

Further information can be obtained from the Italian 
State Tourist Office, 201 Regent St., London, W.1. 
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Preludin Calculators: Uf your Preludin 
Overweight Calculator requires 
replacement, we should be happy to 

send you a new one, free of charge 

Please write to the Medical Depart- 

ment, Boehringer Products Division, 

Pfizer Ltd., 137-139 Sandgate Road, 
Folkestone, Kent 

Manufactured and distributed in the U.K. by Pfi 
Cc. H. BOEHRINGER SOHN, INGELHE 
Registered proprietors of the Trade Mark 
*Regd. Trade Mark 


The accumulated evidence of 194 
independent clinical trials proves 
Preludin synonymous with successful 
weight reduction. A significant 
proportion have also indicated the 
beneficial effects of Preludin’s mild 
C.N.S. stimulation. Fatigue, weak- 
ness, and depression—the usual trials 
of low-calorie dieting—do not appear 
in the patients losing weight with the 
aid of Preludin. The emotional dis- 
turbances which can cause overeating 
are relieved by the gentle effect which 
improves central mental outlook. This 
stimulation, similar to that of caffeine, 
is non-exciting and non-euphoric in 
therapeutic doses, and does not 
interfere with sleep. It is an integral 
part of Preludin’s substantiated claim 
of unequalled appetite control. 


)blUi 


*Preludin is a well tolerated 
medicament and constitutes a 
valuable aid in obesity, particularly 
Owing to its stimulating action, 
which it exerts without any adverse 
side- ce... 

“Of all the drugs we now possess to 
treat obesity, Preludin is probably 
the first and only one that combines 
powerful action and perfect 
innocuity.”"* 

“... Mon-exciting, yet activating. 


QM.]|M]]]]’™!’|A<(Mm’tt 
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Singularly more effective 


and less toxic than morphine 


ic pain 
pronic Pp 
ily doses 
more 
t develop- 
° nausea, 


PALFIUN’ 


(M.C.P.875) 


For control of severe pain as in inoperable 
carcinoma, post-operative pain, severe colic 
and other cases of intractable pain where simple 
analgesics have failed. Acts swiftly and 
effectively without clouding consciousness or 
reducing mental activity. 

Available as Tablets of 5 mg. in packs of 25 and 100. Also 


available in 5 mg. and 10 mg. ampoules. 
Dosage limited to 5 mg. initially, repeated as required. 


* d-3-methyl-2,2-diphenyl-4-morpholinobutyrylpyrrolidine 
(Dextromoramide) 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON, MIDDLESEX 





BRIDGE NOTES 


Defensive 


Play 


By E. W. DENHAM anp M. A. "FREESTONE 


ONE evening two of our players received the 
following hands :— 
North 


Mr. Scalpel) 


East 
(Dr. Bentinck) 


9 A643 
@KIJ6 
@KJ1008 


West 
(Mr. Forceps) 


(Dr Edius) 

The bidding had been as follows, Dr. Ben- 
tinck opening: 1 club (East); 2 hearts (South); 

2 spades (West); 3 diamonds (North); no bid 
(East); 3 hearts (South); no bid (West); 4 hearts 
(North). 

Mr. Forceps led the Queen of clubs, on which 
Dr. Bentinck played the Jack, and the Queen 
was allowed to win. Forceps led the suit a 
second time. On Dr. Bentinck’s King, Dr. 
(Edipus now played his Ace and ruffed his 
third club in dummy. He went on to make his 
contract. The complete hands were as follows :— 


North 
. Scalpel) 


West 72 East 
(Mr. Forceps) (Dr. Bentinck) 
J109875 
52 


o 
Vs 
383; 


2 

A643 

KJ6 
Ss KJ 1098 

(Dr. CEdipus) 

@k 


Q 
¥KQJ108 
@1092 
@A64 


Dr. CEdipus, having seen what clubs Dr. 
Bentinck held, pointed out that he could easily 
have been defeated. He explained, ‘Bentinck, 
your King should have been used to overtake 
your partner’s Queen. However the clubs were 
then played, you must have made a club trick 
on the first or second round, and could have led 
the Ace and another trump as the opportunity 
came. There are many situations where it pays 
to hold up an Ace, but I should not have been 
allowed to score on this occasion’. 

Dr. CEdipus went on to remark, ‘I wonder, 
Bentinck, what would have happened if, al- 
though you did not play your King of clubs on 
the opening lead, you had tried to discourage a 
second lead of clubs by playing the 8 in place 
of the Jack. A trump lead would have been 
admirable as it was, and in any case could 
hardly have killed anything in your hand which 
was not already useless from its position. Again, 
if you had received a diamond lead, the result 
would have been that if I decided against 
finessing you would have got in with the Ace 
of trumps later (or with the King of diamonds) 


and your partner could have made a diamond 
ruff. And if I had finessed with the Queen of 
diamonds you would have been in with the 
King of diamonds, to lead the Ace and another 
trump to end the possibility of my ruffing a 
club in dummy. Of course, if I had attempted 
an early discard of any of my losers on spades 
your holding of a single spade would have 
prevented me. I was very lucky indeed. It is not 
only declarer who must be alert on the first 
round’, 
A later deal was the following:— 


North 
(Mr. Forceps) 
2904 
9A1076 
AK 10 
Q976 East 
(Mr. Scalpel) 
@KQ63 
984 P 
957 
ith 10 
ntinck) 
7 
32 
42 


Mr. Forceps, with only 13 points, decided to 
open the bidding with 1 club and Dr. Bentinck 
jumped straight to 3 no-trumps. Dr. CEdipus 
led the 2 of spades. Dr. Bentinck’s Ace captured 
Mr. Scalpel’s Queen. Dr. Bentinck led his 2 of 
diamonds to dummy’s Ace. The 6 of clubs was 
led back, and the Jack took the trick. The 4 of 
diamonds was led to dummy’s 10, which was 
overtaken by the Queen held by Mr. Scalpel. 
He now led the King of spades, followed by 
the 6. Dr. Bentinck took the trick with the Jack. 
He now made the Ace of clubs, and led the 5 
of diamonds to dummy’s King. On this trick 
Dr. CEdipus discarded a club. Mr. Scalpel had 
already played the 8 and 10 of clubs and there- 
fore Dr. Bentinck could now lead dummy’s 9 
to establish his Queen. (Declarer had now six 
tricks and the defence three). This was the 
position :— 


¥Q0903 
oJ 


Mr. Scalpel now very carefully refrained 
from leading his 6 of spades, the suit his partner 
had opened, but instead opened the heart suit. 
He could weigh up the situation well enough 
to realize that unless his partner held the King 
and Jack of hearts (or, of course, the King and 
Queen) nothing could defeat the contract. 
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RHEUMATISM 


and kindred ailments 


Harrogate the largest treatment centre in 
Great Britain, is actively engaged in pro- 
viding all types of physical treatment in 
connection with the rheumatic diseases and 
all types of physical rehabilitation. The 
establishment is equipped with DEEP POOL 
THERAPY, medical gymnastic facilities and 
occupational therapy. 


HARROGATE 


Treats both private patients under its 
All-inclusive Treatment Scheme, and 
National Health patients. 








Medical enquiries as to cost, and how free 
treatment under the National Health Service 
can be obtained, will be welcomed by— 
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The Royal Baths 
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bottom drawer? 5 


If the answer is: “‘ Everything!” you need a -. Ai 
filing system to master the chaos before the Peptic discomfort ? 


chaos masters you — and the most masterly 
filing cabinets are made by Amerson. Smart, | 
efficient, in a variety of colours and finishes, 
Amselock filing cabinets save you time — no 


hunting! — no worry; you cannot lose | 
things! They are specially designed to 
accommodate N.H.S. Medical Records and 
can be built up gradually as your practice 
increases. 


For further information, please write to: 


AMERSON Ltd 


(Sole Proprietors of the Amselock Patents) Pleasant -tasting, buffered 
antacid by Benger a con- 


MAGNOID WORKS, ALBERT RD., BRISTOL 2 | servative, inexpensive first 
Phone: BRISTOL 78054 a therapy in poptis 
Amselock filing systems are also available from 
leading Surgical Instrument and Office Equipment Aluphos is a trade mark 
Suppliers 
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SEBORRHOEIC DERMATITIS 


Pragmatar 


highly effective in a wide range of skin disorders 


a versatile and safe preparation containing tried and 
proved agents for the treatment of seborrhoeic der- 


matitis, psoriasis, fungous infections and dandruff. 


Pragmatar cetyl-alcohol-coal-tar distillate, 


sulphur and salicylic acid 


@) Smith Kline & French Laboratories Ltd 


Welwyn Garden City, Herts. 


*‘Pragmatar’ is a trade mark 
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Noticing Things 


An Inspector of the N.S.P.C.C., whilst 
talking generally about his work, said, * * One | 
thing that worries me is the reluctance of | 
some people to get in touch with me when 
they have reason to believe children are being 
ill-used or neglected. I suppose this is some- 
times due to the fact that they think I might 
be upset if I were to find that there was 
nothing in the case. They needn’t be worried 
about this, for providing there is some genuine 
reason behind the complaint I am_ never | 
averse to making the necessary enquiries. 

“ Take for instance a case I had last year. 
It concerned four children who, with their | 
parents, had come to my area in a couple of 
very nice caravans, towed by cars. I was told 
about them because it was feared the place 
where they had pulled in was a menace to the 
children. It was an old rubbish dump lit- | 
tered with broken glass and infested with | 
flies. The parents were really nice people 
who were a bit taken aback at my call. It 
seemed they were on a roving holiday, had 
only used the site because they could not get | 
in the official caravan park and were moving | 
on next morning. They had only arrived the | 
evening previously and one of them said, | 
* Don’t people notice things quickly down 
this way?’ They went on their way with my 
good wishes for a happy holiday but what 
that parent said has remained in my mind. 
I wish everyone in so far as children are 
concerned would ‘ notice things quickly ° and 
when they are apprehensive get in touch with 
me or with one of my brother Inspectors.” 

Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society: for the scope of the Society’s 


| 
Working for the Nation’s Children 10. 43 
| 
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Nepenthe holds pride of piace 
among the many preparations of 
Opium produced over the last 100 
years. Containing all the constit- 
vents of Opium, it does not cause 
the usual unpleasant after-effects, 
and is constantly effective over 
long periods. 

At the request of many doctors, 
Nepenthe has been produced as a 
sterile solution for parenteral in- 


THE 
SAFEST 
AND BEST 
PREPARATION 


OF jection, and both oral and sterile 


solutions can be prescribed with 
complete confidence. Packed in 2, 
4, 8 and 16 oz. bottles and for in- 
jection in § oz. rubber - capped 
bottles, sterile, ready for use. 


OPIUM 





FERRIS & CO LTD. BRISTOL, 


Telep 





TONALIX - MIST. TUSSINFANS 
SEDRESOL OINTMENT « SYROTUS 
SYRUP. PECTORALIS RUB 
LOTIO ZINC. SEDATIVA 











work is very much wider than cases of cruelty 
or gross neglect. If the Society can do any- 
thing at any time to help children whose 
welfare, happiness or future is in jeopardy, 
it will do it. This vital humanitarian work 
depends on your subscriptions and support. 
Please send your contributions to: 


The Director 


N-S-P-C-C 
ROOM 103, VICTORY HOUSE 


LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped over 
100,000 children last year 


When advising on Wills and Bequests 
remember the N.S.P.C.C. 








Hyperacidity ? 


alos 


Presentation: 50 tablets in 
5 rolis of 10—N.H.8. Price 
2/-. Also in gel form. 


Aluphos is a trade mark 
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A NEW LIQUID PROTEIN HYDROLYSATE 
is now available as a palatable 
preparation of hydrolysed protein 







im clinical practice 





The concentrate contains 45% Protein 
comprising all the essential amino acids plus certain 
members of the vitamin B complex. 

Recommended as an easily assimilable form of protein. 
A low calorie preparation containing 60 calories 

per ounce. 

Clinically tested and approved. 


Literature on request. 


BELL & SONS LIMITED, LIVERPOOL 3 





The Medical Service 
of the Royal Navy 


VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited, for Short 
Service Commissions of 3 years, on 

|| termination of which agratuity of £600 
(tax free) is payable. Ample oppor- 
tunity is granted for transfer to 


Ulcer pain? 


Permanent Commissions on completion 
of one year’s total service. cers 
sotransferred are paid instead a grant 
of £1,500 (taxable). 


All entrants are required to be 
British subjects whose parents are 


Agreeable basic therapy by British subjects, medically qualified, 
Benger for all peptic ulcera- physically fit, and to pass an interview. 
tion. Does not cause alkal- Full particulars from: 

osis, maintains vitamin and THE ADMIRALTY MEDICAL DEPARTMENT, 


ST. JAMES’S PARK, 
LONDON, S.W.! 
Aluphos is a trade mark 
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WHEN PRESCRIBING 


THE NEW READY-PREPARED SUSPENSION 


OF POTASSIUM PENICILLIN V 


simply write ‘5 po a>. Bi 
SUSPENSION " ks 





It is the short name for 

‘Distaquaine’ V-K Suspension — 

the first ready-prepared suspension 

of this rapidly absorbed oral 
penicillin. It needs no preliminary 
preparation, and its pleasant flavour 
and consistency appeal to patients 

of all ages. Issued in bottles of 

2 fi. oz. (60 ml.), DQV-K Suspension 
contains in each 5 ml. the equivalent of 
125 mg. penicillin V as potassium salt. 
Basic cost to the N.H.S.—8s. 10d. per bottle. 


READY— 
PREPARED 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, 8.W.19 
Telephone: LiBerty 6600 Owners of the trade mark ‘Distaquaine’ vru 17/604 
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-AMPHETONE: 


REGISTERED TRADE NAME 








A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without 
increasing the patient's appetite, we consider Amphetone 
unique. It combines for the first time, Dexamphetamine 
Sulphate and Strychnine with oo and 
members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an Dende feeling of well- 
being, this being followed by the well-known tonic effects of 
the other medicaments Clinical reports have been excellent. 


FORMULA D ami B.P.C., 1/12 grain: 
Strychnine Py deochharite B.P., 1/60 grain: Calcium Glycero- 
phate B.P.C., 2 grains: Sodium Glycerophosphate i J 
grains; Aneurine Hydrochloride B.P., 1/30 grain: Nicotin- 
amide 8.P., 1/4 grain: Riboflavine B.P., 1/60 er Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: Water, to |/2 fluid ounce. 


[rowon] [a] 


Available in botties comtaining 10, 20, 40, 80 fluid ou: 
Basic N.H.S, Prices 4/9. 8/9, 15/6, 27/9 each. ant from tax. 


In association with J. C. Arnfield & Sons Ltd. 
JAMES WOOLLEY, SONS & CO. LTD., victoria BRIDGE, MANCHESTER 3 








In the theatre 
and in 


the surgery 


USED in hospitals throughout the country, z 
Wright's Coal tar liquid Surgical Soap, containing Ww R l G H T S 
Coal Tar derivatives and Hexachlorophene, ensures COAL TAR 


quick destruction of infective agents. Tests prove 
that when used for pre-operative “scrub-ups,” it LIQUID 


will kill most pathogenic organisms in less than 
balt'a selene.” : ss than SURGICAL SOAP 


Medical Literature on request from: 
WRIGHT, LAYMAN & UMNEY LTD. - LONDON ° S.E.1 
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it 
takes 


Terramycin’ 


brand of oxytetracycline 


to check disfiguring pustula ACNE 


‘| have reserved it [Terramycin] for severe pustu- ...and TERRAMYCIN, of course, in respira- 
lar cases of acne, and it is my impression that these : s e e 
have responded more satisfactorily to Terramycin tory infections. ‘The most useful [oral anti- 
than to any form of treatment that | have used biotic] 
to date."! - : : 
‘Nodular cystic acne in the 30-yr.-old patient was doubt as to its value in reducing the amount 
of 15 years’ duration. There had been X-ray treat- and the purulence of sputum.”? 

ment and dietary restriction. The condition was 

made worse by the administration of any form of References 

sex get pte was is mag ayn | 1 Personal Communication, 27.1.1960. 

penicillin, and aureomycin therapy, Out was cure 

beautifully and promptly by the administration of 2 J. Amer. med. Ass. 1951, 146, 1110. 

terramycin .. ."2 3 Practitioner, 1955, 175, 670. 


is oxytetracycline and there is no 


tr yizvr) SCIENCE FOR THE WORLD'S WELL-BEING 


Pfizer Lt k k " ark 


PZ46/3751 
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Your hay fever patient 


alert and asymptomatic 


“NILERGEX’ is a potent anthis- 

tamine for the symptomatic relief ‘Nilergex' has these advantages: 
of allergic conditions especially Virtually fo daytime restriction @ 
hay fever; vasomotor rhinitis; High potency © Low sedation © No 
lergic d atos d_ food reported toxicity @ Rapid and con- 
a ergic serie c Ses an ‘ oC tinuous action from sustained action 
allergies ; insect bites and stings; | tabiets 

and motion sickness. 


Iwatlable as ‘Nilergex’ Tablets, 4 my 
“Nilergex’ S.A Sustained Action 


Tablets, 12 mg.; and‘ Nilergex’ Syrup © 
2 mg. per teaspoonful (3.5 mi 
e 
S cost 
5 2) 
ru a 


4 mg. tablets 
tablets...20"s...4/- Isothipendy! TRADE MARK 
J 


4d 


—the non-sedative 
antihistamine 


One 12 mg. tablet 


yi * 
. yy CinaA 
[sec “® — stays on the job all day 
IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRI 


Ph.28 
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NEW 


NEW 


Amphomycin 
Neomycin 


New Base 


Ecomytrin 


Ecomytrin 





rapidly effective 
in all bacterial 
skin infections 


non-systemic 
antibiotic—amphomycin 
oil-in-water vanishing 
cream base 


ECOMYITRIN ... 


an active new topical antibiotic with an antibacterial 


spectrum similar to that of penicillin. Amphomycin has 


the impertant advantage of being stable in water 


under certain conditions 

a recognised antibiotic effective against most gram- 
positive organisms. The combination of amphomycin 
and neomycin is active against virtually all patho- 
genic bacteria 

an oil-in-water cream with the whole of the antibiotic 
content in the aqueous phase to secure intimate contact. 
is offective in all bacteria! skin infections. 

Produces a rapid response by virtue of the special base. 
Does not ceclude wee ping lesions 

Is cosmetically acceptable and not rubbed off. 
Economical—basic N.H.S, cost, 5/- for 15 G. tube 

for ali primary and secondary bacterial infections of the 


skin. 


William K. Warner & Co. Lid., Bastieigh, Hampshire 


& 


4 


5CO 444 
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in premenstrual tension 


STELAZINE* 


helps to restore emotional stability 
returns appetite and sleep patterns 
to normal—combats anxiety and 
nervous tension without making 
the patient feel drowsy or depressed 


Available in 1 mg. tablets in containers of 50 
and 500 and in | ml. ampoules each containing 
1 mg. ‘Stelazine’, in packs of 12 For severe 
mental illness 5 mg. tablets are available. 
FORMULA: 


2-trifluoromethy!-10-(3’[1”-methyl piperaziny] 
4”|-propy!) phenothiazine dihydrochloride 


Smith Kline & French Laboratories Ltd @ 
Welwyn Garden City, Herts . 


*Stelazine’ (trade mark) brand of trifluoperazine 


SZL:PA60 





ANNOUNCEMENTS 








EAU Luminous Spatula 


Kecommended for medical and dental use; 
specially designed to give clear and direct 
illumination for examining ear, nose, throat, 
and teeth. 


This compact 4 in. torch with interchangeable 
spatula head requires no batteries, being 
rechargeable from the normal domestic 5-amp 
socket. (Razor adaptor can be used for flat 
pin sockets.) Complete with interchangeable 
red and green lenses and extra bulb, it is also 
fitted with a magnetic attachment for securing 
to metal surfaces, thus leaving both hands 
free. Replacement parts are available 


The equipment has many other uses in surgery 
and home, and as a car inspection lamp, etc 


Available through your Chemist r for further information write t 


S. GUITERMAN AND COMPANY LIMITED, 37 SOHO SQUARE, LONDON, W | 


WHEN A BETTER 
SURGICAL 
STOCKING IS 
MADE— 
LASTONET 

WILL MAKE IT! 


The manufacture of surgical 


SURGICAL hosiery is our specialized business. 
STOCKINGS Lastonet stockings are made to the 


exact measurements of your patient 

and cnsure a perfect fit, maximum 

comfort and the utmost beneficial effect. 

Lightweight — yet strong. Cool — yet 

firm and guaranteed for six months. 

Elastic Net stockings are the lowest in 

cost of all types available and, when pre- 

scribing this type, E.C.10 should state, 
“Elastic Net Stockings”’. 

May we send samples and further details? 


Manufactured by Specialists 
LASTONET PRODUCTS LTD., 
Carn Brea, Redruth, Cornwall 
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in menstrual disorders 


For the younger patient, any slight menstrual dis- 
order often gives rise to anxiety and depression. 
In many cases, rapid and safe relief is 

effected with FRENANTOL*. FRENANTOL prevents 
the action of F.s.H. on the ovary, corrects 

the hyperglycaemia and regulates the produc- 
tion of thyroid-stimulating hormone. Through 
its action on the pituitary, FRENANTOL adjusts 
menstrual disorders and can be used alone, 

or in conjunction with other therapy. 


Main Indications: 

Menstrual disorders Hyperthyroidism 

Graves’ Disease Habitual Abortion etc. 

Packings: Tubes 25 tablets (0.25 gm.) Dosage 1-2 tablets t.d.s. 


Full literature, and reference from 


Leda Pharmaceuticals, 0.0: ¥:rsscoum A, 
Berk House, P.O. Box 500, Portman Sq., W.1. Telephone: HUNter 6688 “r=: 


Sole distributors for Laroche-Navarron Laboratories, Paris 
*Trade Mark 


LD4 


| Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


| 

| This manual on contraception has already proved 

: invaluable to doctors in advising their patients. It 

presents a concise and compact survey of methods 

| commonly used, together with notes on methods which 

have medical approval, and also on others which are 

modern : contra-indicated. You are invited to write for 
contraceptive | a 
| 
| 


le chnique 





The case against “natural” methods 


Unreliable and harmful methods of contraception, such as 

“coitus interruptus ”’, are chiefly used because of the slight loss 
| of sensitivity experienced with protectives (condoms). This 
| problem is now almost entirely overcome by Durex Gossamer, 

a new kind of /ubricated protective. Durex Gossamer is treated 
| with Sensitol, a “‘non-wet, non-messy” lubricant which 
| substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


LONDON RUBBER CO. LTD. Dept. 306 , HALL LANE, LONDON, H4 
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bed springs eternal 


He feels as though he'll never leave his bed. 

As if ‘the flu’ was not uncomfortable enough, 
he now has to be frustrated by mental inertia, 
lack of appetite and general fatigue—the aftermath of illness. 
For him as for so many ‘run down’ patients, 
COLLOTONE Can do much to bridge the gap 
between recovery from illness 

and norma! vitality. An easily 

assimilated tonic, it restores appetite, 
improves physical and mental tone, 

helps busy people to get up and about 

with a feeling of well-being. 


COLLOTONE tome 


Each fi. oz. (28 ml.) contains 

Green ferric ammonium citrate B.P.C., 1954, 312 mg.; 
Iron and manganese citrate B.P.C., 8 mg 
Potassium glycerophosphate B.P.C., 224 mg 

Sodium glycerophosphate B.P.C.. 207 mg 

Vitamin B, B.P., 2.67 mg.; Tincture of nux vomica 
B.P.: 0.3 ml.; Caffeine citrate B.P.C., 170 mg 

Basic N.H.S8. cost 1/1d. per 4 fi. oz 
Packings—botties of 4 and 8 oz 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL + LONDON NW10 
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Tofranil Geigy Thymoleptic 

re arate Specific 
therapeutic 
measure for the 
treatment of the 
depressive state 
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Hospital Diet... 


However adequate, and attractive, the Lucozade is lightly car- 
hospital diet, it may well be found that the bonated with an attrac- 
patient’s will to eat and power to assimilate tive golden colour and 
need a little encouragement. In many cases, apleasant citrus flavour. 
when it is desired to spare the body physio- It contains 23.5% w/v 
logical effort and still provide food, Liquid Glucose and 
Lucozade will be found valuable. It is so its energy value is 21 
refreshing and stimulating to the jaded Calories per fluid ounce. 
palate that it creates a new desire for solid It is supplied in 6 oz 
food. and 26 oz. bottles. 
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nutrition during preqnuancy 


Pregnancy raises the mother’s demands for all nutrients and these 
increased dietary needs must be adequately met to ensure satisfac- 
tory progress of both mother and baby. Advice on diet therefore 
forms an important part of the instructions given at antenatal 
clinics. 

Marmite yeast extract provides the essential vitamin B complex in 
a pleasant foodstuff which is easily incorporated into soups, stews 
and all savoury dishes. It is widely recommended as a dietary 


supplement during pregnancy and special clinic packs of Marmite 
are made available to welfare centres for resale to mothers attend- 


ing the clinic. 
! IA RMITE Literature on request 


yeast extract 


contains 
Riboflavin (vitamin B,) 1.5 mg. per oz 


Niacin (nicotinic acid) 16.5 mg. per oz. 


MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON, 
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For Dermatology in General Practice 


DEQUALONE-P [¥; 








combines 


PREDNISOLONE 
s highly active topical corticoid 
s anti-inflammatory and anti-allergic 
s no systemic side-effects 


with 
DEQUADIN 


@ antibacterial and antifungal 

@ diminishes risk of the development of resistant strains 
of staphylococci 

@ activity is not diminished in the presence of serum 


® Dequalone-P is @ Indicated in the treatment 
non-greasy, of acute and chronic 
non-irritating and jermatoses with an allergic 
non-staining or inflammatory basis 


Dequalone-P, containing Dequadin (dequalinium) chloride 0.4% and Prednisolone 0 25% 
in @ bland. non-irritating, hydrophilic base, is available in tubes of 5 grammes 








Manufactured in Englan:t LLEN & HANBURYS LTD LONDON E2 
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In Ulcerative Colitis 


extensive clinical experience 


confirms 


LAZOPYRIN 





to be 

a drug 

of} significance 

in to-day's management 
of this distressing 


disc as 





PHARMACIA’ 


UPPSALA’ BWEDEN 





Sin OF A SERIES ON THE 
PROBLEMS OF DOMICILIARY 
CHEMOTHERAPY IN 
TUBERCULOSIS 

PUBLISHED BY SMITH & NEPHEW 


PHARMACEUTICALS LIMITED 





it may not be 


last night’s 


oyster 


After the tuberculous patient has been told of the 
benefits of PAS and INAH, he should be warned 
discreetly of the possibility of untoward reactions. 
Although the incidence is very small, the risk is 
real, because the patient may ascribe these reactions 
to some other source, such as food. 

Nausea, vomiting, dizziness and skin rashes have 
been reported and it is well that the patient should 
be aware of these. If the patient is unfortunate 
enough to suffer any of these reactions, he should 
be encouraged to report immediately to his doctor 
who will decide the right action to take. 
Investigation will reveal whether the reaction is 
really due to the drugs taken and whether the drug 
need be stopped. Change to a more palatable 
preparation, such as a granule formulation of 
sodium PAS, may be indicated or, where appro- 
priate, a process of desensitisation carried out. 
Discussing drug treatment with the patient 
stimulates his interest and co-operation, and helps 


to avoid interruption of therapy. 








PYCAMISAN B.D. is the special new present- 
ation of cachets of PAS and INAH in tubes of 
8 for one day’s supply. It is specially designed 
for twice-daily dosage eliminating the awkward 
and often missed midday dose. The tube is 
marked ‘morning’ and ‘evening’ to help the 
patient remember his doses. The total daily 
dose is 12 grammes PAS and 300 mg. INAH, 
the most widely used and recommended 
combination in current use 


Others in the range of S.N.P. tuberculostatic 
drugs are: 

PARAMISAN Sodium Aminosalicylate BP 
PYCAZIDE /soniazid BP 

PYCAMISAN PAS with Isoniazid 

THERAPAS Calcium B-PAS 

THERAZID Calcium B-PAS with Isoniazid 
NUPA-SAL NUPA-SAL a derivative of Isoniazid 
PASADE 96.4% Sodium PAS granules 


Smith & Nephew 


Pharmaceuticals Limited, 


WELWYN GARDEN CITY, HERTFORDSHIRE. 
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Insuring Against Medical Charges 


A 20 per cent Saving for Subscribers 
& . 


Subscribers of ‘The Practitioner’ are entitled to 
join ‘The Practitioner’ Group of the British 
United Provident Association, which accords 
them a 20 per cent reduction in the rates of 
annual subscription. 

This scheme covers payment of medical and 
surgical fees in six services: 


(1) hospital pay-bed and registered nursing home 
maintenance 


(2) home nursing 

(3) surgeons’ and anaesthetists’ fees 

(4) fees of specialist in hospital or nursing home 
(5) deep X-ray therapy and 


(6) other specialist services as an in- or out-patient 


An extra benefit for Practitioner subscribers is immediate cover on 


acceptance instead of the normal waiting period of three months 


Further details from 


The Group Secretary 
The B.U.P.A. Practitioner Group 
5 Bentinck Street, London, W.1 
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SEBODERM 
masters DANDRUFF 


Seboderm contains 15.6°, 
CetrimideB.P., recently described 
as perhaps the most valuable 
addition to dandruff therapy. 
Leaves the scalp free from 
irritation and the hair soft, silky 
and clean. A once-weekly 
treatment is normally sufficient 
to ensure control. Seboderm 

is free from any form of irritant 
and is therefore valuable and 
effective in both simple dandruff 


and seborrhoeic dermatitis. 


A most valuable addition to DANDRUFF THERAPY 


Professional sample will be gladly sent on request 


PRIORY LABORATORIES LTD. 


PYRAMID WORKS, WEST DRAYTON, MIDDLESEX 
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. will answer the question SOOMEP and at a 
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One tablet of PRIMODOS on bp 
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U.K. Subsidiary ; 
PHARMETHICALS (LONDON) LTD. 20, Gerrard Street, London, W.| 


H. E. Clissmarn 20, Merrion Square JB 
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HYPERTENSION @ 


has a multiple aetiology and 
polytherapy seems desirable 
in most patients, *-? 


M 10-PR ESSI NM Strength No. 2* contains 


Rauwolfia Serpentina 25.0 mg. 
to produce central inhibition 
of sympathetic mechanisms; 


Protoveratrine 0.2 mg. 

to produce general 

vasodilatation and bradycardia; 
‘Dibenyline’ (phenoxybenzamine 
hydrochloride) 5.0 mg. to produce 
long-lasting peripheral 
vasodilatation. 


M 10-PRESSI By is therefore the preparation 


of choice, particularly in 
‘the treatment of ambulatory 
hypertensive patients’.® 


* Strength No. | is half strength. 


1. (1955) R.1. med. J., 38, 443-47 

2. (1955) Amer. J. med. Sci., 230, 415-26 
3. (1959) Practitioner, 182, 494-96 

4. (1955) Postgrad. Med., 17, 318-24 

5. (1959) Brit. med. J., ii, 556-57 

6. (1955) Amer. J. med. Sci., 230, 551 

7. (1955) Philad. Med., 50 (43). 1231-35 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


*‘Mio-Pressin’ & ‘Dibenyline’ are trade marks Brit. Pat. No. 673509 MP:PAI0 (col) 
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Ever-increasing range of Heinz Baby Foods 


provides variety and nourishment at crucial stage of baby's development 


In response to continued demand, more 
and more varieties are being added to 
the Heinz Baby Foods range, which 
now numbers 32 varieties 

A total of 9 Junior Foods enables 
mothers of older babies to provide var- 
ied and nourishing dinners daily, with 
the minimum of fuss and bother 


Just out! A valuable 
book on nutrition! 


An authoritative reference book on nu- 
trition in health and disease for physi- 
cians, dietitians, nurses and home econo- 
mists, has just been published under the 
editorship of 6 eminent specialists in 
nutrition. 

Over 400 pages of text, charts, sam- 
ple diets and tables summarise up-to- 
date, accepted information in a clear 
and concise manner 


Published by 
McGraw-Hill 
Publishing Co. 
Ltd. and available 
through any 
bookseller. 

Price 45/- 


ben Masry Tet Quetm 
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Dosulfin: 


ng equal parts 


* Sulphaproxyline and Suipnamerazine 


3 times a day 
control of 

Upper Respiratory 
Tract infections 
by Dosulfin 


Therapeutically effective 
Dosulfin biood levels 

achieved within 2 hours 
of initial administration. 


= ' ¢ tablets Morning Mid-day Evening 
Gey : "a weg 
Geigy Pharmaceutical Company Ltd . ’ ‘ 


Wythenshawe. Manchester 23 
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The rational of Brasivol is 
supported by clinical 
studies in over 1,000 cases 
during the last ten years 


Brasivol 


clears the way 
with a new 
treatment for ACNE 


In the treatment of ACNE it is essential to clear away 
the dead cells of the outer skin layer, and to unblock 
the plugged pilo-sebaceous follicles. Brasivol offers 
a new concept in the treatment of acne—superficial 
graded abrasion—by keeping the skin dry and min- 
utely desquamated in a way which is satisfying and 
acceptable to the patient. 


Brasivol 


The graded abrasive cleanser for ACNE in three grades :— 
No.1 fine 

No. 2 medium 

No. 3 coarse, in jars of approximately one month's treatment. 


Literature and samples from : 


Denver Laboratories Ltd., 12 Carlisle Road, London, N.W.9. tel: COLindale 6701 
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OSTEOPATHY 


The London College of Osteopathy 
Andrew Still House, 24 Dorset Square 
London, N.W.! 


Through the generosity of che Leverhulme Trust Fund a number of Scholarships, each valued at £625, are available 
to men and women holding a qualification in medicine and surgery obtained and recognised in Great Britain. 

The next Course commences on the 6th of October, 1959,* and consists of four terms’ postgraduate study. 

The aim of the College is to present to the student the theory and practice of Osteopathy and to equip him to practise 
efficiently as an Osteopathic physician. 

The Diploma of the College-——Licentiate of the Faculty of Osteopaths—(L.F.O.)—-will be awarded to successful students 
on completion of the Course. 

Lectures and Clinical studies will take place at the Osteopathic Association Clinic. 

The Osteopathic Clinic and X-ray Department are lodged in the same building as the College. Clinica! material is 
available for teaching purposes and for continuation of study. 

The students’ time is fully occupied during the specified hours, five days per week. 

Further particulars can be obtained from the Secretary. 

* This year’s Course commences on the 4th October, 1960. 
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Prophylaxis and Cure in the 
Health Resorts of Germany 


from the Alps to the sea. Modern resort facilities in charming 
scenery are the setting for an efficacious course of mineral 
waters at every season. Experienced resort physicians supervise 
the therapy of mind and body based on the natural healing 
qualities of soil and climate. The treatment is the result of 
refined balneological and climatological research. 


Information and prospectus on German Spas, for your practice, 
are gladly offered by the: German Tourist Information 
Bureau, 6 Vigo Street, Regent Street, London, W.1. Tel.: 
Reg 2600, or the Deutscher Baderverband, Bonn, Poppelsdorfer 
Allee, 27 


| ideal for the professiona! 
NEVER NEEDS A BATTERY! man. Simple, safe and 
completely reliable. 

* Holds charge  indefin- 

CHILTON Acculex itely, cannot leak or 
corrode. Virtually in- 

destructible, substantial 

saving after initial pur- 

chase. Compact stream- 

lined design, 4 in. long, 

but robust. Fits easily in 


RECHARGES FROM a handbag. Cash 
ANY A.C. ELECTRIC a og PE attachment, 
SOCKET SCOPE ADAPTOR 16/8 


THROAT SPATULA, as 


6 month r : illus, 15/-, complete with 
° S guarantee Sent on approval if desired sterilising stand. MOUTH 


pean WIDE SELECTION OF ATTACHMENTS AVAILABLE complete a 


stand. 


ARJAY DOMESTIC SUPPLIES LTD. Dept. P, 17-19 GT. UNDERBANK, STOCKPORT 





ANNOUNCEMENTS 








YOU CAN’T 
FORETELL THE 
FUTURE 


> BUT YOU CAN 
PREPARE FOR IT 


This Society specialises in insurance for the Medical and Dental Professions 


Non Cancellable With Profit 
SICKNESS AND ACCIDENT INSURANCE. 


LIFE ASSURANCE. 
PERSONAL PENSION POLICIES. 


When you are buying a car or equipment why not ask for details of the Hire 
Purchase Scheme of our subsidiary company—the Medical Sickness Finance 
Corporation of 7 Cavendish Square, London, W.!. Tel. Museum 9348. 


Write to us for particulars, mentioning this advertisement 


3 CAVENDISH SQUARE, LONDOM, W.! 


Telephone Langham 034/ 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent—-THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
tients, arid certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
logical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X- Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High- Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. - 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN-Y¥Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &e. 

For terms and further particulars apply to the Medical Superintendent (T’ elephone: No. 34354, three lines, 
Northampton), who can be seen in London by appointment 





THE ERNEST AND MINNIE DAWSON CANCER’ TRUST 





A COMPETITION 


for General Medical Practitioners 


The purpose of the Ernest and Minnie Dawson Cancer Trust, which came into 
being in 1955, is to arrange competitions between selected general medical practi- 
tioners and to give big financial prizes to such practitioners who, from time to time, 
make what is considered to be the most valuable contribution to the early diagnosis, 
prevention and treatment of cancer and to knowledge of its causes. 

The third competition, which will close on the Ist May, 1961, will take the form 
of a thesis on cancer. The subject matter is at the discretion of the entrant, and 
may relate to cancer in various sites or cancer of one organ; it must also lay 
emphasis on one or more of the following: (a) early diagnosis; (b) causes; (c) 
prevention, and (d) treatment. All entries must contain original thought and 
observation, and be the result of personal endeavour. 

The competition is open to doctors mainly engaged in general practice who 
practise and/or reside in Lancashire or Yorkshire, or any of the following parts of 
Great Britain: Cheshire, Cumberland, Derbyshire, Durham, Isle of Man, Lincolnshi 
Northumberland, Nottinghamshire, Westmorland. Prizes to a total of £2,000 may 
be awarded by the Panel. 

Entry forms and detailed conditions of entry may be obtained from the Clerk to 
the Trust, The Ernest and Minnie Dawson Cancer Trust, Williams Deacon’s Bank 
Chambers, 2 Lytham Road, Fulwood, Preston 

E. PEARSON, Clerk to the Trust. 
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DIAGNOSTIC 


Complexion: 
Creamy 


Constitution: 
Sound. Composed 
of finest Barley 
Malt, Hops and 


pedigree Yeast 


Circulation: 
Excellent. . . 


FIVE MILLION 
GUINNESS 


ARE ENJOYED EVERY DAY 








G.E.3245.D 
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PAINFUL FOOT STRAIN 


HELPING THE PATIENT TO 
HELP HIMSELF—AND YOU 


The treatment of this common type of pain 
can be carried out by the patient at home—if 
the doctor explains the necessary exercises. 
But in today’s crowded surgeries, there is often 
little time for lengthy explanations. 

With advice from a consultant in physical 
medicine, the makers of Algesal Salicylate 
Cream have prepared a leaflet, available in 
tear-off pads, which describes a course of res- 
torative exercises for strained, aching feet. 
The leaflet ensures that the exercises are carried 
out correctly and explains how to use Algesal 
cream by massage for relief of pain and spasm. 
The patient co-operates in helping himself, and 
gains confidence. 

Other leaflets in this series deal 
with osteoarthritis of the knee, lumbo-sacral 
strain and frozen shoulder. They can be had, 
on request, together with samples of Algesal, 
from E.G.H. Laboratories. 


mI AY TL 


10% diethylamine salicylate in a soothing vanishing cream 


NON-IRRITANT, SKIN-PENETRATING SALICYLATE 
FOR THE RELIEF OF RHEUMATIC PAIN BY INUNCTION 


Algesal is not a counter-irritant or a rube- 
facient; it is a means of putting salicylate 
through the skin, at the site of rheumatic pain. 
The active ingredient is carried in a soothing, 
non-staining, white vanishing cream, with a 
mild, pleasant smell of lavender. 
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INDICATIONS 
Fibrositis or muscular rheuma- 
tism, osteoarthritis, tenosynovitis, 
lumbo-sacral strain and local tis- 
sue pain after injury or exercise. 
Algesal is prescribable on Form 
E.C.10, basic N.H.S. price 2/8} 
per tube inc. P.T. 


E.G.H. LABORATORIES : PERU STREET - SALFORD 3-LANCS 
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